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of the AMERICAN 
OSTEOPATHIC ASSOCIATION 


War IQhQ Specialty Certification Number 
° Postscript to the perennial question 


The annual Current Therapy Volume is once again ready to 
help you keep up with the latest proven advances in treat- 
ment. It will tell you what’s new and reaffirm those treat- 
ments still considered best. All the articles are written 
especially for this book, and are reviewed annually. Every 
method recommended is being used in practice today by the 
man who describes it. Each of the 305 contributors was se- 
lected by a Board of Consulting Editors as being eminently 
well qualified to discuss the treatment of a certain disease. 


This is a complete reference on treatment for over 400 com- 
mon diseases—every one you are likely to encounter. The 
write-ups of therapy are crisp and concise—you'll grasp the 
procedures in a matter of moments. 

282 articles in this year’s edition are either written by a new 
author presenting a different viewpoint; show the latest re- 
finements in therapy technique; or contain completely new 
and better treatments than known last year. 

A small sample of this helpful new material includes: Paren- 
zyme Buccal Tablets in Therapy of Stasis Dermatitis and 
Stasis Ulcer—Latest Information on the Oral Diabetic Com- 
pounds—Demecolcin in Treatment of Gout—Greatly Expanded 


W. B. SAUNDERS COMPANY * 


New!—1959 Current Therapy 


Section on Poisoning—Diuril Treatment of Ascites and Edema 
in Cirrhosis of the Liver—Use of Synthetic Steroids in Func- 
tional Uterine Bleeding—Vancomycin, Kanamycin, Ristocetin 
in Therapy of Septicemia—Management of Epidemic Micro- 
cocci Infection and Furunculosis in Hospitals — Breathing 
Exercises in Management of Bronchial Asthma—Amphotericin 
B in Fungus Disease—etc. 

Practical extra features in 1959 Current Therapy inelude: an 
extensive table of Pediatric Dosages, listing dosage schedules 
for the most commonly used drugs in child care—Tables of 
Normal Laboratory Values of clinical importance—Roster of 
Drugs containing up-to-date packaging information and pro- 
prietary names—Scrupulously complete Index, permitting in- 
stant location of any treatment or any drug agent mentioned 
in the text. 

Here is a tremendously reliable and up-to-date adjunct to your 
own experience. 


By 305 AMERICAN AUTHORITIES selected by a Board of Consulting Edi- 
tors. Edited by HOWARD F. CONN, M.D., 781 pages, 84%”x11”. $12.00. 
New! 


West Washington Square, Philadelphia 5 
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inflammation 


BUFFERIN.IN ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 

The analgesic and specific anti-inflammatory action of BuF¥rEeRIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 


No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 
Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company,19 West 50 Street, New York 20, N. Y. 


W th 


probably the easiest-to-use 


SHOULDER Be STOMACH | COLON 
Above Below Gu. PA 
TRACT 
AP/PA 


7” 


virus 


know why? look .. . 


1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 


3 Press the exposure button 


housed in this 
handsome 
upright 
cabinet 


That's all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 


Modest cost 

Excellent value 

Prestige ‘look’ 

Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 
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The meaning of certification, 


James M. Eaton, D.O., M.S., 
F.A.O.C.A., Philadelphia, Pa. 


Nonfracture injuries of the ankle. 
Eugene C. Herzog, Jr., D.O., Flint, Mich. 


Segmental resection for gastroptosis. 


Japan 
Pulmonary problems in geriatrics. 


Sol Goldberg, D.O., Hollywood, Calif. 


arthritis and similar disorders. 
John J. McHenry, D.O., Philadelphia, ne 


A method of anesthesia for culdoscopy. 
A. A. Golden, D.O., Wilmington, Del, 


Case report 


424 


426 


following coccidioidomycosis. 
Sherman H. Peterson, D.O., Tucson, Ariz. 
434 
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boards of certification 


Advisory Board for Osteopathic Specialists. 
Thomas J. Meyers, D.O. 


Boards of specialty certification 
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Current Literature 

Book Reviews 

Conventions and Meetings 
State and National Boards 
Specialty Board Examinations 
Books Received 
Changes of Address and New Locations 
Applications for Membership 


Published monthly 
Printed by Pioneeer 
Kenilworth Ave., 

Offices, 212 E. Ohio Brae 
single copies $1.00. Acceptance for mailing at special rate 

postage provided for in Section 1103, Act of October 3, 1917, au- 
thorized August 31, 1922. Entered at Oak Park, Iil., Post 
it second class thatter April 1, 1926, under the Act of March 3, 


the American Ost 
Company, Publication Office, 100 
Park, Editorial 


ALL 

E. OHIO ST., 
possible, clip “address from mailing envelope of 
magazine and send along with new address (wit 
any). Allow 5 weeks for change-over. 


Copyright, 1959, by American Osteopathic Association. 


CHICAGO 11, ILL. CHANGE OF AD 


Gilbert H. Kroeger, A.B., D.O., Bethany, Mo. — 
An evaluation of hypothermia in plastic surgery. — 


Antidepressant and analgesic treatment in osteo- ~ 


Regression of adenocarcinoma of the uterus < 


Activities of the American Osteopathic Associa- 


Advisory: Board for Osteopathic Specialists and : 


4 

4 


ithic Association. 


al and Executive _ 
11, Il. Subscription $10 a 


Office 4 


CORRESPONDENCE SHOULD BE ADDRESSED TO 212 

ADDRESS: If 

‘our copy of this — 
zone number 


FALO SKS 


Komei Nakayama, M.D., Takeshi Nakamura, : 
M.D., and Harry E. Tucker, D.O., Chiba, 


INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC. ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JOURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals. the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figure charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on geod 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front also must be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing -his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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the MmeaNsS (second to none) 


to end nausea and vomiti1 g 


perphenazine 


INJECTION * SUPPOSITORIES * REPETABS * TABLETS 


* leads all phenothiazines in effective 
antinauseant action 


* frees patients from daytime drowsiness 


* avoids hypotension 


* proved and published effectiveness in 
practically all types of nausea or emesis 


TRILAFON INJECTION 

5 mg. ampul of | cc. 

Relief usually in 10 minutes'...nausea and 
vomiting controlled in up to 97% of patients?... 
virtually no injection pain. 


NEW TRILAFON SUPPOSITORIES 


4 mg. and 8 mg. 


AND FOR ORAL THERAPY 


TRILAFON REPETABS® TRILAFON TABLETS 


8 mg.—4'mg. in outer layer for prompt effect, 2 mg. and 4 mg. 
4 mg. in inner core for prolonged action 


(1) Ernst, E, M., and Snyder, A. M.: Pennsylvania M. J. 
61:355, 1958. 

(2) Preisig, R., and Landman, M. E.: Am. Pract. & Digest Treat. 
9:740, 1958. 

SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


TR-J-429 


: FOR RAPID CONTROL OF SEVERE VOMITING 


pores 
pale 
ie 


WHEN 
AMPHETAMINE 
IS NEEDED 
WHY PRESCRIBE 
SIDE EFFECTS? 


Now a unique chemical structuré gv@s you a disciplined amphetamine that 
raises the spirits without raising Cain. This new: ftorm—Tanphetamin— 
embodies the Durabond® ‘Principle; which assures smocth, uniform, pro-. 
longed (all day) therapy from a single oral dose.'* 


Drug release is independent of intestinal motility, pH or any other phys- 
iological factors because no waxes, resins, enteric coatings or insoluble 
exchange ageé:ts of any kind are used. 


No need to worry about the palpitation, jitters, euphoria and fast let-down 
associated with ordinary amphetamines. 


Reference: 1. Garrett, T. A.<Clin. Med. 3:1185,-1956. 2. Cavallito, C. J., aad Jewell, R.: J. Am. Pharm. A. 
(Scient. Ed.) 477165, 1958. 3. Cavailito, C. J., T.B.: J. Am. Pharm, ‘A. 47:69, 1958. 4. 


SECO- SYNATAN* 


disciplines the control of both anxiety and depression 


Each uncoated Durabond tabule contains 
Tanphetamin 17.5 mg., secobarbital 35.0 mg. 


SYNATAN’ FORTE 


puts decision in your patient's dieting 
Each uncoated Durabond tabule contains 
Tanphetamin 26.25 mg. 


Dosage: 1 or 2 tabules at 10 a.m. for all-day control. 
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Irwin, Neisler & Co., Decatur, Illinois 
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in angina pectoris ... adaptable prophylaxis 


patient: Mary M. (homemaker) 


problem: Anginal attacks and low 
exercise tolerance left her with 
chores undone, family relation- 
ships disrupted. 


solution: Peritrate (20 mg.) sub- 
stantially reduced attacks, im- 
proved exercise tolerance. 
Peritrate with Nitroglycerin, p.r.n., 
takes care of occasional “anginal 
breakthrough,” relieves the acute 
attack, and provides additional 
Peritrate for increased protection. 


patient: Sam L. (salesman) 


problem: Despite increased nitro- 
glycerin intake (10-15 tablets per 
day), attacks were becoming more 
frequent, more severe. 


solution: Peritrate (20 mg.) q.i.d. 
reduced the number and severity of 
attacks and the need for nitroglyc- 
erin. In special stress situations, 
he carries sublingual Peritrate 
with Nitroglycerin to relieve the 
acute attack and provide addition- 
al Peritrate for more protection. 


patient: Adam J. (lawyer) 


problem: Fear of attacks was forc- 
ing him into semi-retirement. 


solution: Peritrate (20 mg.) all but 
eliminated attacks, restored faith 
in ability to work without serious 
consequences. Patient carries 
Peritrate with Nitroglycerin as 
companion therapy for stress situ- 
ations: Trial days, irate clients, 
prolonged proceedings. 


Peritrate 


(brand of pentaerythritol tetranitrate) 
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Until you provide 


GREATER RELIEF 
with longer-acting” 


Novahistine 


‘or as long as 12 hours. 


*A single dose provides relief f 


mbines the action of a 
thomimetic with an 


Novahistine LPf co 
quick-acting sympa 
antihistaminic drug for a greater decon- 


gestive effect. 
Each LP tablet contains: 


hydrochloride 
damine maleate. 4 mg. 
#50 and 250 tablets. 


Phenylephrine 
Chlorprophenpyri 
Supplied in bottles o 
Usual dose: Two tablets, morning and 
evening. For mild cases (and children), 
1 tablet. Occasional patients may require 
a third daily dose, which can be safely 
given. {Trademark 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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has a two-inch _ 
rectal tube’ 


A rectal tube, inserted over two inches, 

may cause tearing of the mucosa or perforation.2 
For safety and efficacy, insist on 

FLEET ENEMA Disposable Unit with the 
two-inch, anatomically correct, prelubricated 
rectal tube.3 Each hand-size, squeeze bottle, 
contains per 100 cc, 16 Gm. sodium biphosphate 
and 6 Gm. sodium phosphate. Adult Size, 

44 fi. oz.... Pediatric Size, 2% oz. 


Also gentle, prompt, thorough . . . PHOSPHO-®S0DA 
(Fleet), saline laxative of choice . .; 48 Gm, sodium 


biphosphate, 1 § Gm. sodium phosphate per 100 cc, oy 


References: 1. Pratt, J. H. anc Jatke 

man, R. J.; Proc; Staff Meeting. Mayo 

Clinic 20:277, 1945.2, “Injuries to"). 

bowel as sesult of an enema”, Frech, H. C. and 

Obst. & Gyn. 74:146, 1957. 3. Bookmiller, R. nd Bo 
book of Obst, and Obst. Nursing”, 3rd Ed., Saunders, 1938. 


B. FLEET CO., ING., Lynchburg, Virgina 
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He gets the facts 
for doctors 


Preston Parrish, B.S. in Pharmacy, has attended 
many training sessions to sharpen his knowledge 

as a Wyeth detail representative. A 1955 graduate 

in pharmacy studies at the Medical College of 
Virginia, Mr. Parrish came to Wyeth with 

experience as a retail pharmacist, as well as with a 
background in the U.S. Army Medical Service Corps. 


Preston Parrish typifies the high-caliber men that 
Wyeth and other pharmaceutical houses are 
searching for. His primary function is to be useful 

to physicians. He is alert, conscientious, well grounded. 


Right now, like his associates shown here, all of 
whom are liberal arts or science degree holders, * 
he is being schooled in new facts and in how to 

convey them concisely to busy doctors. For a full 

day, he has been absorbing information about an 
important drug. 


He has been exposed to the most modern teaching 
techniques. He has heard reports from technical 
and medical personnel on research, pharmacology, 
toxicity, and clinical experience. He has seen 
demonstrations. He has questioned and been 
questioned. He has filled pad after pad with 

notes. Soon he will go home for still further study. 


Men like Preston Parrish are selected for what they 
are and what they bring. Their effective training as 
detail representatives is a constant feature of Wyeth 
service to the medical profession. It is a training 

that never ends. 


Wyeth 


@® 
Philadelphia 1, Pa. 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Geigy’s trademark for phenylbutazone—Reg. U. S. Pat. Off. 


new 


prednisone-phenylbutazone, Geigy 


~ Geigy Ardsley, New York 
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EFFECTIVE AGAINST 
MOST STRAINS 
OF STAPHYLOCOCCI 


LOROMYCETIN 


COMBATS MOST 
CLINICALLY IMPORTANT 
PATHOGENS 


IN VITRO SENSITIVITY OF PATHOGENIC STAPHYLOCOCCI TO CHLOROMYCETIN AND TO ANOTHER WIDELY USED 
BROAD-SPECTRUM ANTIBIOTIC FOR 1958, 1957, and 1955° 


1958 (200 STRAINS) 
CHLOROMYCETIN 90.5% 


ANTIBIOTIC A 37.5% 


1957 (200 STRAINS) 


ANTIBIOTIC A 61.0% 


1955 (42 TO 103 STRAINS) 


ANTIBIOTIC A 69.5% 
40 60 80 100 


ee es & Scott, E. G.: Delaware M. J. 30:175, 1958. 
In this study CHLOROMYCETIN and Antibiotic A were used in identical strengths of 5 meg. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® 
of 250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 
mittent therapy. 


: PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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Rejection of forced feedings, including 
vitamin drops and liquids, begins at an early 
age as an expression of independence 

(“I don’t wanna”). 


Vitamins that you prescribe may be rejected by 
as much as 52% of the 2-9 year olds, according 
to recent studies. And this can be the age when 
vitamin supplementation is most desirable. 


DELECTAVITES make available a new solid 
dosage form that can be chewed beginning at 
age two. Now you can go directly from drops 

to DELECTAVITES. Be certain of continuous and 
uninterrupted vitamin supplementation after 
infancy with DELECTAVITES. There’s nothing 
easier to give —children ask for them. 


rejection barrier with 


(chocolate-like vitamin-mineral nuggets) 


MB. 
Vitamin 8-12 Activity.....3 mcg. 


Potassi: 2.5 mg. 
UNITS tint 
Dose: Only one chocolate De- 
lectavites nugget each 
day. Box of 30 {one 
month's supply), and 90 
(three months’ supply). 


P7RAM) WHITE LABORATORIES, INC., KENILWORTH, N. J. 


5 
4 
‘ 
: 
Each nugget contains: 


in alcoholism” 


ACUTE EMERGENCIES—a single intramuscular 
injection of 50 mg. (2 cc.) Vistaril Parenteral 
Solution is usually sufficient to calm the patient and 
initiate sound sleep. Vistaril is exceptionally 

well tolerated. Antiemetic action and absence of 
respiratory depression are among valuable 

assets reported. 


REHABILITATION— oral administration of 

100-400 mg. daily in divided doses provides 
psychotherapeutic action which maintains calm and 
confidence, and promotes anxiety-free abstinence. 
The remarkable safety of Vistaril is reassuring in 
long-term maintenance. 


in arrhythmias® 


Many types of cardiac arrhythmias respond 
promptly to oral, intramuscular or intravenous 
Vistaril therapy. Vistaril is particularly effective in 
ventricular extrasystoles, paroxysmal 

tachycardias (both auricular and ventricular), 
and ventricular extrasystoles complicating 
auricular fibrillation. The following dosage 
regimen is recommended: 


PARENTERAL DOSAGE: 50-100 mg. (2-4 cc.) 
I.M. stat., and q. 4-6 h. p.r.n.; maintain with 
25 mg. b.i.d. or t.i.d. 


IN ACUTE EMERGENCY, 50-75 mg. (2-3 cc.) 
1.V. stat.; maintain with 25-50 mg. (1-2 cc.) 
LV. q. 4-6 h. p.r.n. 


ORAL DOSAGE: Initially, 100 mg. daily in 
divided doses until arrhythmia disappears. 
For maintenance or prophylaxis, 50-75 mg. 
daily in divided doses. 


SUPPLY: 
Vistaril Capsules, 25 mg., 50 mg. and 100 mg. 
3. Paroxysmal Ventricular Tachycardia Vistaril Parenteral Solution, 10 cc. vials, and 2 ce. 
Steraject® Cartridges, each cc. containing 
25 mg. hydroxyzine hydrochloride. 


(Pfizer Science for the world’s well-being Miler, Review, vel. 1, 
1958. 2. n Gasse, J. J.: nica ine, 5:177- eb. . 
PRIZER LABORATORIES, Brooklyn 6, N. Y. 3. Burrell, Z. L., et al.: Am. J. Cardiol., 1:624 (May) 1958. 4. Hutcheon, 


Division, Chas. Pfizer & Co., Inc. D. E., et al.: J. Pharmacol. & Exper. Therap., 118:451 (Dec.) 1956. 
*Trademark 
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announces the 


Continuing progress in American medicine depends 
on how well today’s young physicians are fitted for 
the challenging tasks that lie ahead. Every possi- 
ble means of developing their skills and knowledge 
must be pursued. 

In support of this position, Mead Johnson & Com- 
pany is making available to osteopathic physicians 
six $1,000 Annual Awards for full time fellowship 
training in fields of special interest. 

In 1959, four fellowship grants will be given in 
general practice, one in pediatrics, and one in ob- 


stetrics and gynecology. Fellowship training is to be 


THE AMERICAN OSTEOPATHIC ASSOCIATION 


for graduate training made available through the cooperation of 


MEAD JOHNSON & COMPANY 


taken in an osteopathic college or college-affiliated 
hospital. 

Grants are available to osteopathic graduates of 
the past four years. Application forms may be se- 
cured from the American Osteopathic Association, 
212 East Ohio Street, Chicago 11. Completed appli- 
cations must be returned by May 1, 1959. 

The American Osteopathic Association administers 
the program through its Committee on Mead John- 
son Grants. As with all its Fellowship Awards, the 
role of Mead Johnson & Company is limited solely 
to the provision of funds. 
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Bristol 


In soft tissue infections, 


in genito-urinary infections, 
in respiratory tract staph infections... 
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KANAMYCIN SULFATE 


...is the logical “first choice” antibiotic 
because it is 


e bactericidal against a wide range 
of organisms 

e dramatically rapid in action 

e clinically safe in specified dosage 


e does not encourage development 
of resistant organisms 


leaves the least for the host to de” 


Supply: 
Available in rubber-capped vials as a ready-to-use sterile aqueous 


solution in two concentrations (stable at room’ temperature in- 
definitely): 
KANTREX (kanamycin sulfate) 0.5 Gm. tn 2° mi volume. 
KANTREX (kanamycin sulfate) 1.0 Gm. in 3 mi volume. 


References: 
s, F. G.: Annals N.Y. Acad. Sei. 76:129, 1958 
2. Finegold, S. M. et « Ibid. 76:319, 1958 
Hirsh, H. L.: Antibiotics Annual 1958-1959. In press. 
4. Rutenburg, A. M., Koota, G. M., and Schweinburg, Ba Annals: N.Y. 
Sci. 76:348; 1956 


Yow. E. M., and Manzon, O. T.: Antibiotics Annual 1956-1968) In press. 


KANTREX Sensitivity Discs and comprehensive 
literature available on request 


Bristol LABORATORIES INC,, SYRACUSE, NEW YORK 


Clinical Reports 


“The rapidity with which 
bacteria are killed by this 
agent is reflected by the 
promptness of the clinical 
response.’’* 


“lt is apparent that kanamy- 
cin is a useful drug in the 
treatment of staphylococcal 
infections, particularly those 
resistant to other anti- 
biotics.”’* 


“Urinary tract infections 
caused by such organisms as 
E. coli and the Aerobacter- 
Klebsiella group and most 
strains of Proteus responded 
favorably to kanamycin ther- 
apy with sterilization of the 
urine in 24 to 48 hours.”® 


Out of 43 cases of furuncu- 
losis and soft-tissue infec- 
tions, “37 healed with one 
course of treatment.”’! 


“It appears that microorgan- 
isms do not readily develop 
resistance to this agent in 
the clinical setting.”’? 
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READILY 
ABSORBED 


REMARKABLY 
WELL TOLERATED 
EXTREMELY 
PALATABLE 


AVOIDS 
UNCERTAINTIES OF 
ENTERIC-COATED 
TABLETS AND 
DANGERS OF 
INTRAVENOUS 
POTASSIUM 


WARREN-TeED 
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He squeeze of modern diuretics 
fmmates excess fluids — but loss 
of potassium is unavoidable 


It must be replaced. 
use 


(Potassium Gluconate, W-T) 


A tablespoonful of KAON Elixir twice daily (30 cc.) 
supplies the normal daily potassium requirement 
(38.4 mEq.)—approximately equal to the elemental 
potassium in one fifth gallon of orange juice. One 
teaspoonful (5 cc) = 6.4 mEq. of K in 500 mg. KCI. 


WITH ADRENAL CORTICOID THERAPY, 
KAON IS USEFUL IN PREVENTING 
POTASSIUM DEPLETION. 


References: ho’ J. Kolff, “Acute Renal Failure: Causes 
and Treatment,” The Medical Clinics of 
North America, 30:1052 (July 1955). 


Peter Forsham, “Symposi ium on. Adrenal 
— Therapy,” Metabolism, 7:19 (Jan. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga los Angeles Portland 
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Ideally 
uited for 

Long-lerm 


just two tablets 
at bedtime 


After full effect 
one tablet 
suffices 


Because 


RavuwWILOID provides effective Rauwolfia 
action virtually free from serious side effects... 
the smooth therapeutic efficacy of Rauwiloid 
When more potent drugs are is associated with a lower incidence of certain 
needed, prescribe one of the con- unwanted side effects than is reserpine. ..and 
venient single-tablet combinations vith lower incidence of depression. Toler- 


Rauwiloid® + Veriloid® 
ion does not develop. 
or RAUWILOD can be initial therapy for most 


Rauwiloid®+Hexamethonium hypertensive patients... Dosage adjustment 
alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. is rarely a problem. 


Many patients with severe hypertension can be main- fa 
tained on Rauwiloid alone af ter desired blood pressure iC 
levels are reached with combination medication. Northridge, California 
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highlights of a nationwide survey 


A REPORT 
ON THE TREATMENT IN PRIVATE PRACTICE 
OF 2,274 PATIENTS 


WITH ALLERGIC DISORDERS 


Vor. 58, Mar. 1959 
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RESULTS OF ANERGEX THERAPY BY 


202 PHYSICIANS IN PRIVATE PRACTICE 


no. of 
disease classification patients excellent fair unimproved 
treated 


allergic rhinitis: 


perennial 


spring 


fall 


spring & fall 


extrinsic asthma 


food allergy 


contact dermatitis 


other 


These results were obtained following a single short course of injections 


Compiled from questionnaires sent to practicing physicians in communities of various sizes throughout the 
country, who were asked to indicate the number of patients they had treated, and to classify the results as 
Excellent, Good, Fair, or Unimproved. 
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7 | Es 492 175 178 68 71 
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73% 
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| — 45 1 12 
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71% 

total 
_ patients treated 2274 886 820 299 269 

75% 
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THE NEW CONCEPT FOR THE TREATMENT OF ALLERGIC DISEASES 


ANERGEX minimizes or abolishes allergic re- 
actions with a single short course of injections 


of 1 ml. daily for 6-8 days. 


ANERGEX is non-specific; it provides relief 
regardless of the offending allergen or the symp- 
toms present. 


ANERGEX provides prolonged protection. The 
non-reactive state, or anergy, is usually main- 
tained for months after the initial course of 
treatment; this can be prolonged by occasional 
booster doses, if necessary. 


the new injectable for inhibiting the allergic response 


what it is: A specially prepared botanical extract obtained from the Toxicodendron quercifolium plant which has a 
non-specific action and inhibits a wide variety of allergic responses. It is not an antihistamine affording merely tem- 
porary relief, nor is it a substance which neutralizes or blocks the action of a single allergen only. 


administration: Adult dose, 1 ml. intramuscularly daily for 6-8 days. Anergex appears to be more effective when 
given during exposure to reasonable amounts of the offending allergen._ 
advantages: Anergex eliminates skin testing, long drawn-out desensitization procedures, and special diets. No systemic 


reactions have been reported. 


what it’s for: Seasonal allergic rhinitis—hay fever, rose fever, pollinosis. 
Non-seasonal allergic rhinitis—dust, dander, molds and other inhalants. 
Extrinsic asthma—foods, inhalants, dust, dander, pollen. 
Asthmatic bronchitis—so common in children. 
Eczema—especially in infants and children. 
Food sensitivity—manifested by indigestion, nausea, vomiting, diarrhea, eczema, asthma, or rhinitis. 


available: Multiple-dose vials containing 8 ml.—one average treatment course. 


REPRINTS AND LITERATURE AVAILABLE 


MULFORD COLLOID LABORATORIES, 38th and Ludlow Streets, Philadelphia 4, Penna. 


*Trademark Reg. U. S. Pat. Office Patent Applied For 
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CLINICAL BRIEFS FROM MODERN PRACTICE 


What differentiates “renal diabetes” (renal 


glycosuria 1) from diabetes mellitus? 


Blood sugar levels. In renal glycosuria they are normal; in untreated diabetes, 
fasting blood sugars are usually 130 mg.% or over and postprandial levels 
170 mg.%, or more. 


Source: Joslin, E. PR; Root, H. E; White, P, and Marble, A.: The Treatment of Diabetes 
Mellitus, ed. 9, Philadelphia, Lea & Febiger, 1952, pp. 701-702. 


A“URINE-SUGAR PROFILE” FOR 
CLOSER CONTROL 


The new CLINITEST Urine-Sugar 
Analysis Set contains an improved 
Analysis Record form that enables 
even closer control of the moderate 
and the severe diabetic. Daily urine- 
sugar readings may be connected to 
produce a graph—a day-to-day 
“profile” that reveals at a.glance 
individual trends and degree of 
control. 


color-calibrated 


FOR EVEN BETTER CONTROL OF THE 
MODERATE AND THE SEVERE DIABETIC 


the STANDARDIZED 
urine-sugar test for reliable 
quantitative estimations AM ES 
“...the most satisfactory COMPANY, INC 
method for home and Indions 


Office routine testing.”* 


*GP 16:121 (August) 1957. 
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remember 
this name 


RAUTRAX 1S A SQUIBB TRADEMARK. 
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SQuisB Squibb Quality-the Priceless Ing 
= 
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oat 


athlete’s foot 
it’s a family problem... 
except for me 


; 4 


Athlete’s Foot — one of the most prevalent 
and troublesome fungus infections today — is 
estimated to affect 90% of the population at one 
time or another. Desenex, containing the 
unsaturated fatty acid, undecylenic acid, has 
proved to be one of the mest potent antimycotic 
agents known for effective treatment 

of superficial fungus infections. 

Night and Day Treatment 

At Night — Desenex Ointment (zincundecate) 

—1 oz. tubes. During the Day — Desenex 

Powder (zincundecate) — 14 oz. container. 

Also — Desenex Solution (undecylenic acid)— 


FOR ATHLETE’S FOOT 


MALTBIE LABORATORIES DIVISION 
Wallace & Tiernan Inc. * Belleville 9, N. J. 


2 fl. oz, bottles. In Otomycosis — Desenex fast relief from itching 
Solution or Ointment. prompt antimycotic action 
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Zacti rin 


Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


for everyday pain centrol... 


for your many patients requiring 
potent analgesia but not an injected narcotic 


Proved by extensive evaluation’? in 1998 patients in diverse 
areas of medicine and surgery, including: 

arthritis, bursitis, early metastatic carcinoma, fibrositis, 
grippe, herpes zoster, ligamental strain, low back pain, 
menstrual pain, myalgia, myositis, neuritis, pleurisy, 
postoperative pain, postpartum pain, sciatica, trauma, 
dental pain 


¢ exclusive Wyeth non-narcotic analgesic plus 
anti-inflammatory action 

@ prompt, potent action—as potent as codeine 

documented effectiveness and safety?’ 


Supplied: Tablets, bottles of 48. Each tablet contains 75 mg. of Wyeth 
ethoheptazine citrate and 325 mg. (5 grains) of acetylsalicylic acid. 


® 
Philadelphia 1, Pa. 


1. Cass, L.J., et al.: J.A.M.A. 166:1829 (April 12) 1958. 2. Batterman, 
R.C., et al.: Am. J. M. Sc. 234:413 (Oct.) 1957. 3. Medical Department, 
Wyeth: Final Report on the Clinical Evaluation of Zactirin. 
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CREAM 
weakens and 


matr 


ix freezes,” 
kills even the most viable sperm 
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NEW DEPENDABLE 
CREAM-JEL 
ie ; The unique sperm-trapping matrix formed with explosive 
speed when semen meets IMMOLIN® Vaginal Cream- 
Jel accounts for the outstanding effectiveness of this new 


contraceptive. 


LOW PREGNANCY RATE 


With this new contraceptive technique, a pregnancy rate 
of 2.01 per 100 woman-years of exposure is reported.* 
These patients were followed up for 4 to 28 months, 
comprising 1,792 patient-months. As Dr. Goldstein 
n ‘ noted, “This extremely low pregnancy rate indicates that 
at Ap ere dang at almost IMMOLIN Cream-Jel used without an occlusive device 


SPERM 


PHOTOGRAPHY 1000 times magnification, show cum 
is an efficient and dependable contraceptive. 
NEVER BEFORE weakens and dies in the 
IMMOLIN Cream-Jel matrix—within 
ACCOMPLISHED! the distance it normally travels 


in one-quarter of a second. *Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 


WEAKENED KILLED BURIED 


TRAPPED 

This highly motile, Devitalized and no Motion, whiplash stop as : The dead sperm 
viable sperm becomes longer motile, the sperm sperm succumbs to matrix. is trapped deep 
non-reproductive swerves from line of in the impenetrable 


the instant it contacts travel and is pulled aside IMMOLIN Cream-Jel matrix. 


IMMOLIN Cream-Jel. by spreading matrix. 


anniversary 
7. 1088 
service to the medical and drug professions 
JULIUS SCHMID, INC. 

423 West 55th Street, New York 19, N.Y. 


IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 
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reatness 


is rare in any human endeavor. When it appears, 

it may be perceived in various forms—as a work of art, 
a discovery, an idea, or an achievement of scientific 
inquiry. The outward form is incidental, but the 


intrinsic quality is readily recognized.... 


To partake of the quality of greatness, a therapeutic 
preparation must first of all achieve a degree of 
universality ...the cumulative experience of thousands 
of physicians over a period of many years. From 

this experience, then, is born that unhesitating confidence 


which may be summed up in the term “drug of choice.” 


GANTRISIN - AZO GANTRISIN - LIPO GANTRISIN 


ROCHE®  GANTRISIN®—brand of sulfisoxazole 


ROCHE LABORATORIES 


Division of Hoffmann-LaRoche Inc. 
Nutley 10, N. J. 
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To Insure Prompt, 
Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
suppository form — insures 


\ gentle butvetfective bowel 
evacuation. 
Works exclusively by contact — 


Robby syste 


on the large bows alone. 


is equally effective whethe 
6ministered orally or by sup- 
pository. 

Dosage: Tablets—1 to 3 (usually 2) at bed- 
time for bowel movement the following 
morning, or “2 hour before breakfast for a 
movement within six hours. Tablets are enteric 
coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 

Supplied: Dulcolax® (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative Geigy 
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patients who take it month after month. The unique, milk.” 
like action of TITRALAC assures prompt, ptolonged relief of” 
hyperacidity without acid rebound or Constipation. 

is effective in small - 

doses. Two TITRALAC Tablets 

‘contain 0.36 Gm. glycine and 

“0.84 Gm. calcium carbonate: One 
teaspoonful TITRALAC Liquid ap- 
‘proximates two tablets. 


AND. WITH. SPASMOLYTICN. 


TITRALAC-SP 


{TITRALAC formule 0.5 mg. 
tropine methylbromide) 


REG. U.S. PAT. OFF. 
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antibiotic resistant STAPHytococci are killed by 


Zz. EPH Fe A in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 
Preoperative preparation e Scrub-up e Surgical dressings e« Wound irrigation e¢ Sterile 
storage of instruments e Furniture, wall, and general sickroom disinfection e« Laundry 
Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
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DIURIL, WITH RESERPINE 


more hypertensives can be better controlled 
with DIUPRES than with any other agent 
... with greater simplicity and convenience 
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a logical alliance of two antihypertensives 
i you know and trust provides 


increased effectiveness, decreased side effects 


1 potentiated effect eff 
DIUPRES produces an effect greater than either DIuRIL or reserpine alone. It is effective DIU! 
in many patients who respond inadequately or not at all to either pruri or reserpine. maj 

and 

Mar 

Average antihypertensive effect Average antihypertensive effect ave 

_ of rauwolfia and rauwolfia+DIURIL of reserpine and DIURIL+reserpine | 
[ in 25 patients’ in 7 patients? 

| 3 | pre 

after 3 weeks 12 weeks control: reserpine: DIURIL Sho 

| 6 months after after (12.3% +reserpine: be | 

rauwolfia adding adding reduction) (26.2% side 


i| ey therapy DIURIL DIURIL reduction) 


| 
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DIURIL, WITH RESERPINE 


effective therapy for most patients 
DIUPRES by itself usually provides effective therapy for a 
majority of patients with mild or moderate hypertension, 
and even for many patients with severe hypertension. 
Many patients now treated with other agents which fre- 
quently cause distressing side effects can be adequately 
managed with well tolerated DIUPREs. 


provides basic therapy 


Should other drugs need to be added to DIUPRES, they can 
be given in much lower than usual dosage so that their 
side effects are often strikingly reduced. 


rapid onset of effect 


The antihypertensive action of DIUPREs is rapidly evident. 
(Considerable time may elapse before the antihyperten- 
sive effect of reserpine alone is observed. ) 


fewer and less severe side effects 
DIUPRES may be expected to cause fewer and less severe 
side effects than are encountered with other antihyper- 
tensive therapy. (Since DIURIL and reserpine potentiate 
each other, the required dosage of each is usually less 
when given together as DIUPRES than when given alone. 
Such reduction in dosage makes side effects less likely 
to occur.) 


often obviates weight gain 


DIUPRES minimizes the problem of weight gain seen with 
reserpine (reserpine alone has been reported to produce 
weight gain in 50 per cent of patients).1++ 


virtually eliminates fluid retention 


DIUPRES is not likely to cause either clinical or subclinical 
retention of sodium and water. (Hypotensive drugs, par- 


ticularly rauwolfia® and hydralazine,® may cause fluid 
retention. Even when such retention is subclinical, their 
antihypertensive effectiveness is diminished.®) 


diet more palatable 
With piupres, there is less need for rigid restriction of 
dietary salt, which patients find so burdensome. 
“It may well be that the drug [DIURIL] produces 
the benefits of a markedly restricted low sodium 
diet but without its hardships.”* 


subjective and objective improvement 
DIUPRES allays anxiety and tension, thus reducing the 
emotional component of hypertension. Organic changes 
of hypertension may be arrested and reversed. Headache, 
dizziness, palpitations and tachycardia are usually 
promptly relieved by DIUPRES. When the anginal syn- 
drome accompanies hypertension, the administration of 
DIUPRES may also cause diminution or even disappear- 
ance of this syndrome concurrent with control of the 
hypertension. 


convenient, controlled dosage 

Instead of two separate prescriptions, you write one pre- 
scription ... the patient takes one tablet, rather than two 
different tablets ... and the dosage schedule is easier for 
the patient to remember and follow. 

“patients have fewer lapses and make fewer mis- 
takes in dosage, the simpler the regimen can be 
made. Therefore I do not hesitate to use more 
than one medicament combined in one tablet, 
provided this gives approximately the correct 
dosage of each.”® 


economical 


DIUPRES will cost the patient less than if he were given 
two separate prescriptions for its components. 
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Indications: 
DIUPRES is indicated in hypertension of all degrees of 
severity. It can be used in the following ways: 
e as total therapy 
@ as primary therapy, adding other drugs if necessary 
e as replacement or adjunctive therapy in patients 
now treated with other agents 


Precautions: 
The precautions normally observed with DIURIL or reserpine 
apply to piupPREs. Additional information on DIUPREs is 


available to physicians on request. 


Recommended dosage range: 
DIUPRES-500—one tablet one to three times a day. 
DIUPRES-250—one tablet one to four times a day. 
If necessary, other agents may be added. 
If the patient is receiving ganglion blocking agents 
or hydralazine, their dosage should be cut 
by 50 per cent when piuPREs is added. 


500 mg. piuriL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


DIUPRES-250 


Deu SO 250 mg. piuRIL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


the first “wide range” antihypertensive 
UU 
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tension, A.M.A. Arch. Int. Med. 96:530, Oct. 1955. 5. Perera, G. A.: Edema and congestive failure related 
to administration of rauwolfia serpentina, J.A.M.A. 159:439, Oct. 1, 1955. 6. Wilkins, R. W.: Precautions 
in use of antihypertensive drugs, including chlorothiazide, J.A.M.A. 167:801, June 14, 1958. 
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*DIUPRES and DIURIL (chiorothiazide) are trademarks of Merck & Co., Inc 


A notable advance in topical 
therapy of psoriasis; Keratin- 
dispersing action;’ stimulation of 
healing. 


Successful results ranging to 
complete 
in patients with: # scalp-to-toe Pso- 
Tiasis @ psoriasis of many years’ 
duration # psoriasis involving ten- 
der areas. 


Treatment-fastness has not 
occurred 


Safety: Avoids potential hazards of 
other therapies—mercury, arsenic, 
corticosteroids, x-rays. 


A noteworthy advance cosmet- 
ically: Nongreasy, nonstaining; 


alpho 


LOTION 


vanishes on application to the skin. 
May be used freely on the scalp. 


Application: Rub thoroughly 
into lesions 2 to 4 times daily. In 
eases of long duration, initial re- 
sponse may take several weeks. 
Often, in obstinate cases, hot baths 
before applications hasten response. 
Maintenance: Apply 2 or 3 times 
weekly, or daily if necessary. 
Formula: Allantoin 2% and special coal 
tar extract 5% in a lotion base. 
Supplied: Bottles of 8 fi. oz. 


(1) Flesch, P.: Reported Conf. N. Y. Academy 


an, 5:485 (Apr.) 
958. (3) Bleiberg, J.: inevert rted 
Sciences May 9, = (In Press). 


Reported Conf. . Academy Sciences May 9, 
958 (In Press). %) Samitz, M. H.: Reported Conf. 
N. Y. Academy Sciences May 9, 1958 (In Press). 
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better home care, 
umproved morale 
for your incontinent 
patients 


UNDERPADS 


Extra large Hospital Style 17'2” x 24” 
and Large 13” x 174” 


Medicated and deodorizing (benzalkonium chloride) 
Disposable to make frequent bed changes much quicker, easier. 
Waterproof backing for complete bed protection. 


ADULT CLOTH DIAPERS 


Complete protection for the ambulatory incontinent. 


Soft, long-wearing surgical-type gauze. 
Added center panel for maximum absorbency. 


U.S. PAT, RE 24139 
AND OTHER PAT. PEND 


oe Both products available in drug and department stores everywhere. 


PROFESSIONAL PRODUCTS DIVISION Chicopee Mills, Inc., 47 Worth Street, N.Y.13, N.Y. 


» company 
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Ramses 


You are giving very special physical comfort to your patients with 
RAMSES® Diaphragm and Jelly* because the RAMSES Diaphragm 
has a soft, cushioned rim and is flexible in all planes to permit complete 
freedom of motion, and because RAMSES Jelly is uniquely suited for 
use with the RAMSES Diaphragm. It is not a static jelly or cream, but 
flows freely over the rim and surface to lubricate the diaphragm, add 
comfort, and protect the patient for ten full hours. 


With RAMSES Diaphragm and Jelly you are also providing essential 
inner security, since your patient is assured she can plan her family 
according to her wishes, safe in the knowledge that she is using not only 
the most reliable method — diaphragm and jelly — but the most com- 
fortable and reliable diaphragm and jelly, RAMSES. As Tietze’ has 
pointed out, the diaphragm and jelly method reduces the likelihood of 
conception by at least 98 per cent. 


After fitting the diaphragm, prescribe the complete unit — the new 
RAMSES “TUK-A-WAY”® Kit #701 with diaphragm, introducer and 
jelly in an attractive new zipper case which opens tep and side. 


For those who put a special value on simplicity and convenience, such 
as “just marrieds,” new IMMOLIN® Cream-Jel for use without a 
diaphragm is now available. IMMOLIN forms an impenetrable matrix 
in which sperm are trapped, lose vitality and die. The first published 
study? on IMMOLIN covering 1,729 patient-exposure months shows a low 
rate of 2.01 unplanned pregnancies per 100 anni ges of exposure. 


1. Tietze, C.: P di tional Confer- 
ence Planned 1983. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 2.Goldstein, L. Z.: Obst. & Gynec. 10: 133 (Aug. 1957. 
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*Active agent, dod h 5%, 
in a base of long-lasting barrier effectiveness. 
RAMSES, ‘‘TUK-A-WAY,’’ and IMMOLIN are reg- 
istered trade-marks of Julius Schmid, Inc. 
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THE HOUSE-CALL ANTIBIOTIC 


Wide range of action is reassuring when culture and sensitivity tests 
are impractical. 


Effectiveness demonstrated in more than 6,000, 000 patients since 
original product introduction (1956). 


Le capsules w oral suspension w pediatric drops 


125 mg. raspberry flavored, raspberry flavored, 
250 mg. 2 oz. bottle, 125 mg. 10 ce. bottle (with 
per teaspoonful (5 cc.) calibrated dropper), 
5 mg. per drop (100 mg, 
per cc.) 


REFERENCES: 1. Adams, J.: Advantages of combined tetracycline-oleandomycin therapy in common infections, J. Tennessee M. Assoc. 50:446 © 
(Nov.) 1957. 2. Andersson, B.: Pulmonary abscess cured with antibiotics, Opuscula Medica, 2:8 (Oct.) 1957. 3. Anello, V. J., and Gerschenfeld, 
D. S.: Staphylococcal septicemia in a child: Treatment with a combination of oleandomycin and tetracycline, Dia med., B. Air. 30:1921 (July 28) 
1958. 4. Arneil, G. C.: Tetracycline-oleandomycin treatment of acute respiratory disease in childhood, paper read at Sixth Annual Symposium on 
Antibiotics, Washington, D. C., October 1958, to be published. 5. Arrigoni, G.; Grignani, G. C., and Varesi, M.: A new antibiotic association in 
the treatment of urologic infections, Minerva med. 48:2701 (Aug. 25) 1957. 6. Baccaredda Boy, A., and Cappelli, E.: Clinical study of the activity 
of a new antibiotic preparation, Signemycin, in skin conditions of infectious (pyogenous) origin, Minerva med. 48:2690 (Aug. 25) 1957. 7. Berg- 
dahl, U.: Clinical experiences with a so-called double-spectrum antibiotic, Signemycin. Svenska Lakartidningen 55:1715, 1958. 8. Blundi, E.: Use 
of Signemycin in a chest clinic, to be published. 9. Bolognesi, C.: Preliminary results of the use of Signemycin in certain otorhinolaryngological 
infections due to pyogenic organisms, Minerva med. 48:2693 (Aug. 25) 1957. 10. Brodhage, H.: Bakteriologische in-vitro-versuche mit einer 
kombination von tetracyclin and oleandomycin (Signemycin). Praxis 26:579, 1957. 11. Calvi, A.: Antibiotics in the therapy of influenza and its 
pulmonary complications, to be published. 12. Carter, C. H., and Maley, M. C.: Application of tetracycline- oleandomycin in clinical practice, Anti- 
biotics Annual 1956-57, New York, Medical Encyclopedia, Inc., 1957, p. 51. 13. Castellanos, A.: Signemycin in pediatrics, to be published. 14. 
Chiappara, P.: A case of sepsis with multiple osteomyelitis treated with a new antibiotic, Minerva med. 48:2697 (Aug. 25) 1957. 15. Chiarenza, 
A.: Observations on the effects of Signemycin in nongonococcic urethritis, Minerva med. 48:2692 (Aug. 25) 1957. 16. Cimmino, A.; Boni, A., 
and Orsi, N.: Antibiotic activity of oleandomycin-tetracycline combination. In vitro study on 332 a. of Micrococcus pyogenes var. aureus clini- 
cally isolated. Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, pp. 708-715. . Cooper, J.; Sprogis, G. R.; Heinemann, 
M., and Feirer, G. M.: Therapy of amebiasis carriers with oleandomycin- tetracycline (Signemycin), Antibiotic M. 5:302 (May) 1958. 18. Corn- 
bleet, T., and Firestein, B. Z.: Use of oleandomycin-tetracycline (Signemycin) for acne, Antibiotic M. 4:598 (Oct.) 1957. 19. Cupples,.J. F. B., 
and Perry, A. W.: Acute staphylococcal endocarditis treated with tetracycline-oleandomycin successfully, Canad. M. Assoc. J. 77:699 (Oct.) 1957. 
20. Davis, W. G.: Report on tetracycline and oleandomycin used in combination. Clinical Review & Research Notes, /:21-23 (April) 1958. 21. 
DeRomana, J.; Z: aldiv ar, C., and Falcone, F.: Actual therapeutic conduct in the treatment of osteomyelitis, paper read at Sixth Annual Symposium 
on Antibiotics, Washington, D. C., Oct. 1958, to be published. 22. Durrieu, C. A.;. Rodriguez, J. B., and Petrella, E.: The use of oleandomycin- 
tetracycline in buccal surgery, paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. 23. English, 
R.: McBride, T. J.; Van Halsema, G., and Carlozzi, M.: Biologic studies on PA-775, a combination of tetracycline and oleandomycin with 
synergistic _— Antib. & Chemo. 6:511-522 (Aug.) 1956. 24. Farah, L.: Some therapeutic indications of Signemycin, Medicina, Mex. 783:519 
(Nov.) 1957. Faz Tabio, H.: Severe enterosepsis treated with Signemycin, Rev. cubana pediat. 29:3 (May) 1957. 26. Faz Tabio, H.: Signe- 
mycin in the tres itment of certain diseases of the respiratory tract, Rev. cubana pediat., 30:219 (Apr.) 1958. 27. Febles, D., and Biderman, Be 
Antibiotic management of acute infections in the obstetric patient, paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 
1958, to be published. 28. Felder, J.: Signemycin in der padiatrie, Schweiz. med. Wschr. 88:953 (Sept. 27) 1958. 29. Fiora, F., and Compa, F.: 
The combination antibiotic oleandomycin-tetracycline (Signemycin) in acute blennorrhagia, Dia med. B. Air. 30:570 (Apr. 3) 1958. 30. Florio, 
1., and Scoppetta; F. P.: Sigmamicina ed occlusione intestinale sperimentale, Bulletin med. & surg. soc., Pavia, 77:1, 1957. 31. Foradori, M.: A 
case of en due to Staphylococcus aureus complicating tubercular meningitis, treated successfully with Signemycin, Minerva med. 48:2707 
(Aug. 25) 1957. Frank, L., and Stritzler. C.: Newer antibiotics in the treatment of acne. Antibiotic M. 4:419 (July) 1957. 33. Friedrich, K., 
and Hammer}. H.: A new treatment for bacterial infection with an antibiotic combination, to be published. 34. Gemma, G. B.; Mel, C., and Bachi, 
V.: First experiences with Signemycin in surgical infections, Minerva med. 48:2643 (Aug. 25) 1957. 35. Gilley, E. W.: Clinical appraisal of tetra- 
cycline and oleandomycin used in combination, to be published. 36. Hagan, H., and Scheffler, H.: Preliminary clinical experience with oleando- 
mycin and the double-spectrum antibiotic, Signemycin, Medizinische, 14:477 (Apr. 6) 1957. 37. Harris, H. J.: Tetracycline and oleandomycin 
(Signemycin) in chronic brucellosis, to be published. 38. Hasenclever, H. F.: Comparative in vitro studies of hospital strains of Staphylococcus 
aureus with oleandomycin, tetracycline and an oleandomycin-tetracycline mixture, Antibiotic M. 5:14-25 (Jan.) 1958. 39. Hegglin, R.: Ornithosis, 
Schweiz. med. Wchnschr. 3:64, 1958. 10. Henne, H. F.: Clinical experiences with the double-spectrum antibiotic Signemycin, Med. Klin., Berl., 
29:1267-1270 (July 18) 1958. 41. Heredia Diaz, J.; Saavedra Zavaleta, G.; Robles, M. A., and Aguilar, D. L.: Tetracycline-oleandomycin (Signe- 
mycin) in the treatment of puerperal infections. Medicina. pa. 38:308, 1958. 42. Hoffmann, H.: Clinical experiences with the broad-spectrum 
antibiotic, Signemycin, . oer 45:1850 (Nov. 8) 1958. Hoz Fabra, J.: Preliminary results of a clinical trial with Signemycin, Rev. clin. 
espan. 67:101 (Oct. 31) 1957. . Kaiser, J. A.: Mazzarino, C.; Baie. E. M., and P’an, S. Y.: Oleandomycin-tetracycline: Toxicity in experimental 
animals. Antibiotics & Chessatiinr. 7:255-259 (Mz ay) 1957. 45. Kz inee, B., and Cockcroft, W. H.: Clinical and bacteriological studies on Signemycin 
(oleandomycin-tetracycline) ointment, Canad. M. Assoc. J. 78:614 (Apr. 15) 1958. 416. Keil, P. G.; Tieszen, R. L., and Solomon, R. J.: An evalua- 
tion of Signemycin in the treatment of pneumonia, to be published. 47. Klovstad, O.: Signemycin “Pfizer” a combination of oleandomycin and 
tetracycline, Tidsskr. norske laegefor /5:681 (Aug.) 1957. 48. Kohler, H.‘F.: Case-report of the month: chronic osteomyelitis, Clinical Review 
& Research Notes, /:16 (Apr.) 1958.. 19. Kraljevic, R.. et al.: Investigation of the therapeutic value of the combination of tetracycline and oleando- 
mycin, Antibiotic M. 5:364-371 (June) 1958. 50. Kraljevic, R.: Discussion of the paper by Florentin and Sison (The role of antibiotics in Asian 
Influenza). Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 948. 31. Kraljevic, R.; Pearson, E., and Borgano, J. M.: 
Combined oleandomycin-tetracycline therapy in respiratory tract and other infectioris, to be published. 52. LaCaille. R. A., and Prigot, A.: 
Combinations of oleandomycin with oxytetracycline and tetracycline in soft-tissue infections, Antibiotics Annual 1956-1957, New York, Medical 
Encyclopedia, Inc., 1957, p. 67. 538. Levi. W. M., and Kredel, F. E.: A clinical trial of Signemycin, South Carolina M. J. 53:178 (May) 1957. 
54. Lewis, H. M.: Frumess, G. M., and Henschel, E. J.: Treatment of skin infections with tetracycline and oleandomycin, Rocky Mountain M. J. 
54:806 (Aug.) 1957. 55. Lopez, A. V., and Cohen, H. J.: The clinical trial of a combination of tetracycline hydrochloride = oleandomycin (oral 
Suspension) in the treatment of severe pulmonary infections in children, to be- published. 56. Loughlin, E. H., and Mullin, W. G.: Combined anti- 
biotic therapy of tropical infections with Matroterra and Signemycin, Antibiotics Annual 1957-58, New York, Medical Se umnaetie Inc., 1958, 
p. 698. 57. Loughlin, E. H., and Mullin, W. G.: Combined antibiotic therapy of tropical infections with PA-765 and PA-775,: Antibiotics Annual 


More than 90 clinical references attest to the superiority and 


effectiveness of Cosa-Signemycin (Signemycin). Professional Pfizer ; ? -bei 
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1956-57, New York, Medical Encyclopedia, Inc., 1957, p. 63. 38. McCloud, L. C.; Shidal, W.., os Mulligan, J. L.: Clinical observations on infec- 
tions treated with a combination of tetracycline and oleandomycin, to be published. 5%. McFadden, H. W., and Schelhart, D.: Comparison of the in 
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mycin, University of Padua, Minerva chirurgica 73:535 (May 15) 1958. 61. Medina Morales, F.: The combination of tetracycline-oleandomycin 
(Signemycin) in the postoperative treatment of three cases of merge resection, Medicina, Mex. 800:347, 1958. 62. Mehra, -B. K.: Combating 
the resistant staphylococci, Current Med. Pract. /:326-328 (May) 1957. 63. Mendiola, R.; Naranjo, R., and Briseno, F.:; New contributions to 
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Universidad Nacional Mayor de San Marcos, Facultad de Medicina, Lima, Peru, 1957. 63. Moggian, G.: Preliminary results of a new antibiotic 
association in obstetrics and gynecology, Minerva med. 48:2648 (Aug. 25) 1958. 66. Molinelli, E. A.; Vera Barros, E., and Ithurralde, D.: 
Tetracycline-oleandomycin in human brucellosis therapy, Antibiotics Annual 1957-58, New York, Medical’ Encyclopedia, Inc., 1958, pp. 692-697. 
67. Montilli, G., and Avellino, M.: Experienze con una nuova associazione di antibiotici (tetraciclina ed oleandomicina) in terapia dermatologica, 
Dermatologia 9:3, 1958. 68. Morador, J. L., and Morador, S.: Cause, ae and treatment of staphylococcal infection in hospitals, paper 
read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. 69. Morador, J. L., and Tate, L. S.: Treatment of 
52 cases of infections caused by oe. staphylococci with a pot me Prrte of oleandomycin and tetracycline, Antibiotics Annual 1957-58, 
New York, Medical Encyclopedia, Inc., 1958, pp. 702-707. 70. Morador, J. L., and Tate, L. S.: The treatment of anorectal infections with Signe- 
mycin, An. Ateneo Clin. Quirur. /:52 (Jan.) 1958. 71. Morel, A. S.: Surgical infections: a guide to therapy, Clinical Review & Research Notes 
7:18-21 (July) 1958. 72. Morey, G. S.: Infections in nursing babies due to Pseudomonas aeruginosa (B. pyocyaneus) alone or associated with other 
organisms, Rev. Hosp. nino, 72:3, 1958. 73. Oates, J. K.: Trial of Signemycin in non-specific urethritis, Brit. J. Vener. Dis. - 1958. 
74. O’Herlihy, F. C.: A clinical sie with Signemycin, Medical Press (London), p. 897 (Sept. 17) 1958. 75. Olmer, J., and Casanova, P.: Therapeutic 
notes: Clinical trials of Signemycin in the treatment of 59 patients, Semaine hop. Paris, Vol. 34, no. 2 (Feb.) 1958. 76. Ottolenghi, C. E.; Frigerio,: 
E. R.. and Soto Jimenez, D.: Combined antibiotic therapy in 35 cases of osteomyelitis, Bol. y trab., Soc. cir. Buenos Aires, 4/: 739, 1957. 
97. Pagola, J. G.; Benavides, L., and Heredia, A.: An evaluation of seteacycline-cleanenenyem in the treatment of epidemic typhus, paper read 
at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. 78. Pavone, M.; Anello, A., and Macaluso, M. 
Signemycin in the therapy of infections of urinary passages, to be published. 79. Perez Villasante, G.: Postoperative treatment of the ear cavity, 
An. Soc. Mexico de Otorinolaringologia, No, 34-35:175 (May-Aug.) 1957. 80. Prokop, O.: On the question of staphylococcus infections résistant to 
therapy, Der Praktische Arzt, 72:145 (Feb. 15) 1958. 81. Quarti, M.: Efficacy of the association of oleandomycin and tetracycline in staphylo- 
coccai infections, Aggiornamento Pediatrico, 8:11, 1957. 82. Quirno, N.; Fukelman, R., and Achaval, M.: Treatment with oleandomycin-tetracycline 
of infections observed in clinical practice, Dia med. 30:2938 (Nov. 17) 1958. 83. Ragazzini, F.; Moggi, P., and Acocella, M.: First clinical 
applications of Signemycin in pediatrics, Minerva med. 48:2667 (Aug. 25) 1957. 84. Randig, K.: Some experiences with Signemycin, Deutsches | 
med. J. 8:447 (Aug. 15) 1957. 85. Rebelledo, L. M., and Heredia, D. J.: Further clinical studies of an association of tetracycline and oleandomycin | 
in the treatment of various infections, paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. 

86. Rentchnick, P.: A combination of broad-spectrum antibiotics, Medecine et Hygiene, 379:562 (Nov. 30) 1957. 87. Revelli, E., and Durando, 
C.: Treatment of the nonspecific inflammatory component of tuberculosis of the female genital organs, Minerva med. 48:2658 (Aug. 25) 1957. 
88. Rivera, J. A.; Brame, R. E., and Osborne, D.: Sensitivity of Micrococcus pyogenes from burned patients to the action of oleandomycin. The 
emergence of resistance to this antibiotic, paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. 
89. Rondanelli, E. G.: The therapeutic problem of orchitis by parotitic virus, Institute of General Clinical Medicine and Medical Therapy of the 
University of Pavia, Bulletin med. & surg. soc., Pavia, 7J:1, 1957. 90. Saavedra Amaro, S., and Lopez Zepeda, L.: Comprobacion clinica de la 
Signemycin en el tratamiento de infecciones diversas, to be published in Medicina, Mex. 91. Sanchez Creus, P.: Los antibioticos de indicaciones 
limitadas, Rev. clin. espan. 69:378 (June 30) 1958. 92. Sangiuolo, F.: Therapeutic action of the tetracycline-oleandomycin (Signemycin) associa- 
tion, Minerva med. 48:2679 (Aug. 25) 1957. 93. Santas, A. A.; Ganora, H. M., and Brea, C. M.: Antibiotic prophylaxis in thoracic surgery, 
paper read at Sixth Annual Symposium on Antibiotics, Washington, pc, ‘Oct. 1958, to be published. 94. Schenone, H.: Genitourinary infections 
treated with the antibiotic combination tetracycline and oleandomycin, paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., 
Oct. 1958, to be published. 95. Shubin, H.: Clinical evaluation of combined chemotherapy, oleandomycin and tetracycline, Antibiotic M. 4: 174 
(March) 1957. 96. Signer, A., and Vinci, G. G.: Signemycin in the healing of wounds, Arch. Societa Med-Chirurg. Messina, Vol. II, 1957. 
97. Smazal, S. F., and Crowley, P. J.: Routine use of the antibiotics tetracycline and oleandomycin in combination for the treatment of infections 
represented in an unselected series of general office patients, to be published. 98. Steinman, E.: Trial of an antibiotic combination as a routine 
gent for treatment of infections in office practice, to be published. 99. Stritzler, C., and Frank, L.: Significance of the response of acne vulgaris to 
antibiotics, Antibiotic M. 5:109 (Feb.) 1958. 100. Talbot, J. R.: Experience with an antibiotic combination (tetracycline-oleandomycin) used routinely 
for anti-infective therapy in an office practice, Wisconsin M. J. 57:237-238 (June) 1958. 101. Tato, J. M.; Galli, L. A.; Rechniewski, C.; Arauz, 
S.; Games, J.; Bello, J.; de Sebastian, G., and Bergaglio, O.: Treatment of chronic sinusitis with a combination of oleandomycin and tetracycline, 
Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 675. 102. Willcox, R. R.: Tetracycline and oleandomycin in com- 
bination in nongonococcal urethritis, Antibiotics Annual 1957-58, New York, Medical Encyclopedia, Inc., 1958, p. 672. 103. Willcox, R. R.: The 
treatment of nongonococcal urethritis with tetracycline and oleandomycin in combination (Signemycin), Medical Press (London) (Dec. 11) 1957. 
104. Willemot, J. P., et al.: Signemycin in the treatment of pulmonary infections, Bruxelles med. 38:1026 (June 22) 1958. 105. Winton, S. S., and 
Chesrow, E. J.: A clinical study of combined chemotherapy. Antibiotics Annual 1956-57, New York, Medical Encyclopedia, Inc., 1957, p. 55. 
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you 
can prescribe for 
more 
patients 


unsurpassed 
therapy... 
with 
great security... 


Triamcinolone LEDERLE 


> a | 


Since its introduction in early 1958, aristocorT has been carefully investigated by 
many of this country’s leading clinicians, and has been used successfully in the 
treatment of many thousands of patients. From these studies and reports on therapy, 
several conclusions have now been established: 


you can prescribe for more patients... 


Patients who failed to achieve adequate symptomatic improvement on earlier 
corticosteroids, or where improvement was not maintained, or who developed serious 
hormonal reactions may be treated with highly successful results with ARISTOCORT. 

In addition, those patients who previously could not be treated with corticosteroids 
because of edema, hypertension, cardiac disease, and overweight are often 
successfully treated with ARISTOCORT. 


you can prescribe for more patients unsurpassed therapy... 
ARISTOCORT provides effective anti-rheumatic, anti-inflammatory and anti-allergic 

control on dosages averaging 14 to 7 those of prednisone and prednisolone, 1/, the dosage 
with hydrocortisone and ¥% the dosage with cortisone. 


you can prescribe for more patients with great security... 
With arisTocort there has been freedom from sodium and water retention, absence 

of potassium depletion, psychic equilibrium is rarely disturbed, a low incidence of peptic 
ulcer and a low incidence of osteoporosis with compression fracture. 


Indications: Rheumatoid arthritis, bronchial asthma, perennial rhinitis, other respiratory allergies, 
psoriasis, other inflammatory and allergic dermatoses, disseminated lupus erythematosus, nephrotic 
syndrome, pulmonary emphysema and fibrosis, palliation in neoplastic diseases such as 

the leukemias and lymphomas. 


Supplied: 1 mg. scored tablets (yellow) ; 2 mg. scored tablets (pink) ; 4 mg. scored tablets (white). 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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NOW-—YOU CAN GET THE 
UNSURPASSED ADVANTAGES 


OF ARISTOCORT 0 
IN SALICYLATE 


Aristogesic combines the anti-inflammatory effects of Aristocort® Triamcinolone 
with the analgesic action of a most potent salicylate. This means that the dosage 
of each is substantially lower than that ordinarily required for each agent alone. 
With Aristogesic the physician has exceptionally wide latitude in adjusting the 
dosage to the lowest effective level. 


The possibility of gastric distress from either salicylamide or corticosteroid is 
minimized because of lower dosage required. This is further reduced by the 
buffer action of aluminum hydroxide. And the ascorbic acid helps meet the 
increased need for this vitamin in stress conditions. Because of the low dosage, 
side effects with Aristogesic have been relatively infrequent and minor in nature. 
However, more serious side effects have traditionally been observed on all 
corticosteroid therapy. Patients on long-term Aristogesic therapy should, 
therefore, be observed carefully. 
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Steroid—Analgesic Compound LEDERLE 


for relief of chronic—but less severe pain of rheumatic origin 


Indications: Mild cases of 
rheumatoid arthritis, tenosynovitis, 
synovitis, bursitis, mild spondylitis, 
myositis, fibrositis, neuritis and 
certain muscular strains. 


Dosage: Average initial dosage: 
2 capsules 3 or 4 times daily. 
Maintenance dosage to be 
adjusted according to response. 


Each Aristogesic Capsule contains: 
ARISTOCORT® Triamcinolone 


Salicylamide . . . .325 mg. 
Aluminum Hydroxide . . 75 mg. 
Ascorbic Acid . . . . . 20 mg. 


Supply: Bottles of 100. 


Collagen tissue (x250) 


#TRADEMARK 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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The drug that lowered this 
patient’s blood pressure 
for the first time without 
side effects now available 
for your prescription... 


here the full story... 


Created by CI BA 
World Leader in 


Hypertension Research 
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a major improvement in rauwolfia 
a major advance in antihypertensive therapy 


Developed after three years of basic research, proved during one of 
the most extensive clinical trials in pharmaceutical history, here is 


what Singoserp can do: 


Patient P. K. was first seen with a blood Hospitalized briefly for observation and treatment, 
pressure of 220/138 mm. Hg; he com- he was placed on a 4-Gm. sodium diet, plus chloro- 
plained of headache, palpitation, thiazide and mecamylamine regulated according to 
nervous tension and hyperhidrosis. b.p. reading, which he was taught to take himself. 


One month later his blood pressure was 140/104; > 
he complained of dryness of mouth, chest pain, 
constipation and nocturia (twice a night). He was 
then started on Singoserp (0.5 mg. daily) with in- 
structions to reduce the other medications to the 
extent possible, as evidenced by his b.p. readings. 


After five months on Singoserp the patient’s blood 
pressure ranged between 120/84 and 140/100. No 
mecamylamine was required; only 14 the original 
dose of chlorothiazide was required. One month 
later, chlorothiazide was stopped and the patient 
was maintained.on Singoserp alone, 1 mg. b.i.d. 
Favorable blood pressure response continues and 
patient feels well. Since taking Singoserp patient 
reports no chest pain, no mouth dryness, no other 
side effects. 


A-50 Journat A.O.A. 
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in Most Hypertensive Patients 


VJ Solves the Side Effects Prablem 


1. For new hypertensive patients Singoserp is the ideal antihyperten- 
sive drug for new patients because it lowers blood pressure without 
creating the side effects problem posed by conventional rauwolfia agents. 


2. For hypertensive patients already undergoing drug treatment 
Singoserp, added to any antihypertensive regimen, makes it possible 
to maintain blood pressure levels achieved with more potent agents, 
while reducing their dosage requirements—or even eliminating them 
altogether in some cases. 


infrequent side effects_«The chief advantage of [Singoserp] over 
other Rauwolfia derivatives seems... to be the relative infrequency with 
which it produces disturbing side effects.” 


Léss sedation_«[; [Singoserp] is approximately equipotent to reserpine 
as a hypotensive agent but is definitely less sedative or tranquilizing.” 


Depression relieved_ «In those patients who had been depressed, 
[Singoserp] was substituted for other Rauwolfia preparations and within 
a period of one to two weeks this depression was relieved.” 


OCH, Created in the laboratory by altering the 

_otoc,s,  veserpine molecule so as to preserve its antihy- 
pertensive property and virtually eliminate its 
undesirable side actions. 


: In New Patients: Average initial dose, 1 to 2 tablets (1 to 2 mg.) daily. Some 
patients may require and will tolerate 3 or more tablets daily. Maintenance dose will 
range from 14 to 8 tablets (0.5 mg. to 3 mg.) daily. When necessary for adequate con- 
trol of blood pressure, more potent agents may be used adjunctively with Sin 
in doses below those required when they are used alone. In Patients Taking Other 
Antihypertensive Medication: Add 1 to 2 Singoserp tablets (1 to 2 mg.) daily. Dcesage 
of other agents should be revised downward to a level affording maximal con.rol of 
blood pressure and minimal side effects. 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 


References: 1. Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, 
igh and Wright, J. C.: To be published. 2. Wolffe, J. B.: Mod. C I B A 
Med. 26:253 (Feb. 1) 1958. 3. Bartels, C. C.: To be published. SUMMIT, N. J. 
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$75,000 


$45,000 = 90 Student Loans 
30,000 — Research 


60,000 — 
$35,424 = 70 Student Loans 
93,630 = Research | 

45,000 — 

30,000 — 

15,000 _ 


A-52 


When checking the adjacent chart, it is ob- 
vious that we are not reaching our goal! As 
a matter of fact, we are even behind last 
year’s program to date. We hope the reason 
for our being behind is that you have not 
mailed all of the contributions you have re- 
ceived. Perhaps you are waiting for late re- 
turns before mailing in contributions. If this 
is the reason, won’t you please mail all con- 
tributions, regardless of amount, to the Cen- 
tral Office immediately. 


Our Student Loan and Research Program 
is desperately in need of these funds. 


Journav A.O.A, 
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All this for 
one monthly fee 


¥ Enjoy the most modern x-ray facilities . . . 
avoid obsolescence losses 

# No surprise “extras” — covers periodic in- 
spection, maintenance, replacement tubes, 
parts 

¢ Freedom to add or replace equipment as 
improvements appear 


¥ G.E. pays for insurance... assumes prob- 
lem of collecting for equipment damage 


¢ GE, pays local property taxes 


This without capital outlay 


the difference is 


Maxiservice 


rental 


Here’s the perfect answer for a cost-saving 
x-ray installation, easy to keep abreast of im- 
portant new developments, G-E Maxiservice 
ties up none of your capital .. . eliminates 
trade-in losses — progress determines your 
time for exchange, not finances. In effect, you 
contract for wtility, convenience, flexibility 
and service, not for just equipment. 

For complete details, contact your G.E. 
X-Ray representative, or clip coupon below 
for your copy of our new 
Maxiservice booklet. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Room 8-37 


Send your new 12-page MAXISERVICE booklet to: 


Progress /s Our Most Important Product 
GENERAL ELECTRIC 


Name. 


Add. 


Pest 
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...is the price your patient pays in heart 
disease, hypertension, arteriosclerosis—and the many other hazards of obesity. 


In addition to suppressing the obese patient’s appetite— 


SYNDROX 


Methamphetamine Hydrochloride 


helps to make life look brighter. It keeps morale up and food intake down. 


Syndrox Tablets (5 mg.) 
Elixir (5 mg. per 5 cc.) 


‘McNEIL McNEIL LABORATORIES, INC. © PHILADELPHIA 32, PA. 
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LOW BACK PAIN 
TORTIGOLLIS 
BURSITIS and 
q ANXIETY STATES 


: and equally effective 


as a TRANQUILIZER 


Unrelated chemically to any other therapeutie agent in 
use, Better tolerated and safer than older drugs. 


current 
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* tran-qui-lax-ant (tr 


Trane 


the first true 


Potent MUSCLE RELAXANT 
and equally effective as a TRANQUILIZER 


Clinical Comments 


“We have just 
started using it 
[Trancopal] for 
relaxing spastic 
musculature and 
are very much 
encouraged.”! 


Baker, University of 
Minnesota Medical 
School 


“Chlormethazanone 
[Trancopal] not only 
relieved painful muscle 
spasm, but allowed the 
patients to resume 
their normal activities 
with no interference 
in performance of 
either manual or 
intellectual tasks.” 


Lichtman, New York 
Polyclinic Medical School 
and Hospital 


opal 


TRANQUILAXANT* 


“The effect of this 
preparation in these 
cases [skeletal muscle 
spasm] was excellent 
and prompt...” 


Mullin and Epifano, Long 
Island College Hospital 


linical 
esults 1 


“In 120 patients 


with anxiety or tension 
states, 114 received 
satisfactory control of 
their condition. Severe 
dysmenorrhea and 
premenstrual tension 

in 65 patients refractory 
to the usual medications 
were relieved 
satisfactorily 
in 


Lichtman 
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91% Effective m Musculoskeletal Disorders 


Indications Degree of Effectivenesst 


39% Effective in Psychogenic Disorders 


Indications Degree of Effectiveness 


0 10 20 30 40 50 50 70 80 90 100 
The results of clinical studies of over 4092 patients 'Excellent, good and fair 
by 105 physicians demonstrate that Trancopal often is _ Dosage: 
effective when other drugs have failed. From these Usual adult dose, 1 Caplet 

(100 mg.) three or four times 
studies it is clear that Trancopal probably can provide daily. Children (from 5 to 12 
more help for a greater number of tense, spastic, years), % Caplet (50 mg.) 
P three or four times daily. 
and/or emotionally upset patients than any other pase 
pharmaceutical agent in current use. 


colored, scored) 100 mg., 


(Ii) | | bottles of 100 and 1000. 
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Trancopal Caplets (peach colored, scored) 
100 mg., botties of 100 and 1000. 


1. Baker, A.B.: Drugs to relieve increased tonus, 
spasticity, and rigidity of muscles, Modern Med. 
26: 140, April 15, 1958 + 2. Lichtman, A, L.: 
New developments in muscle relaxant therapy, 
Kentucky Aced. Gen. Pract. J. 4: 28, Oct., 1958. 
- 3. Mullin, W. G., -pifeno, Leonard: To 
be published. + 4. Lichtman, A. L.: To be pub- 
lished. + 5. Cooperative Study, Department. of 
Medical Research, Winthrop Laboratories. 


and equally effective : 
as a TRANQUILIZER 


Low back pain (iumbago) 


Anxiety and tension states 

Neck pain (torticollis, etc.) Dysmenorrhea 
Bursitis Premenstrual tension 
Rheumatoid arthritis Asthma 
Osteoarthritis Angina pectoris 
Disk syndrome 
Fibrositis 
Joint disorders (ankle sprain, 

tennis elbow, etc.) Muscle spasm (in paralysis 
Myositis agitans, multiple sclerosis, 
Postoverative myalgias hemiplegia, cerebral palsy) 


LDge in Mice 
Safety Ratio = 
Usuat Human Dose 
"INCIDENCE OF SIDE 
Comparative pharmacologic tests showed that 
Trancopa! is up to thirteen times as safe, or EFFECTS WITH TRANCOPAL 
up to thirteen times jess toxic. The measure of IN 4262 PATIENTS. 


safety was the LDgg In mice/usua!l human dose. 


uithnop Laboratories + New York 18, N. Y. 


Trancopal (brand of chlermethazanone) and Caplets, trademarks reg. U.S. Pat. Off. Printed in A, (40674) 
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Even with a cold 


New long acting’*® 


Rynatan 


Keeps heads crystal clear 


10-12 hours with a single oral dose 
with remarkable lack of side effects" 


Entirely new long acting oral nasal decongestant 


chemically and physically different—utilizing 
the DURABOND* principle** 


Longest relief of any medication 


(wana comfort all day or all night with a 
*DURABOND single oral dose’ 
A new principle in medicine that controls absorption ‘ects 
rather than dissolution or release, independently of Remarkable lack of side eff 
gastrointestinal motility or specific pH. Maintains *..0f 311 patients, incidence of side effects 
) constant rather than sporadic blood levels, hence no , : 
over-release or under-release.This gives smooth ther- was only 2.2 per cent. Evidence of sedation was 
apeutic results, rare incidence of side effects. Works (only) 1.2 per cent. ’* 


even in liquid form for children (Rynatan Suspension). 
*Neisler Exclusive, Patent Pending 

RYNATAN TABULES... 

For adults and older children 


RYNATAN SUSPENSION... 
For children (as young as 6 months) 


Stops excessive post-nasal drip 
and resulting night cough, irritation, 
secondary infection 


i. Lawler, E.G. and Limperis, N.M.: Clin, Med. (Dec.) 1958. 2, Medical Science, 3:376-377 (Mar. 25) 
1958. 3. Cavallito, C. J. and Jewell, R.: J. Am. Pharm. A, (Scient. Ed.) 47:165-168, 1958. 4, Antibiotic 
Med. & Clin. Therapy 5:578-581 (Sept.) 1958, 


Samples and literature on request 


Rynatan contains: 
Phenylephrine tannate........ 25.0 mg. 5.0 mg. 
Prophenpyridamine tannate. . .37.5 mg. 12.5 mg. 
Pyrilamine tannate............ 37.5 mg. 12.5 mg. 


fi Dose: q. 12 h.: Tabules 1-2. Suspension: Children e 
- under 6 yrs. %-1 tsp.; over six 2-3 tsp. Meisher IRWIN, NEISLER & CO., DECATUR, ILL. 


Available in Canada through Lakeside Laboratories (Canada) Ltd., Toronto 
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... because it tastes so much richer 
than ordinary nonfat milk 


Specify “self-enriched” 
Carnation Instant 
to help patients “stay 
with” low-fat diet 


25% more protein, too 
— and it’s so easy! 


The physician simply specifies one 
extra tablespoon of crystal-form 
Carnation Instant per glass (or 14 
cup extra Magic Crystals per quart) 
over package directions. 


This provides a 25% increase in 
nonfat milk solids with no increase 
in liquid bulk. Each quart provides 
60% of the daily protein require- 
ment* of men—an important factor 
when major protein sources are re- 
stricted, as in low-fat diet. 


Most people enjoy “‘self-enriched” 
Carnation Instant Nonfat Dry Milk 
because it tastes naturally fresh and 
richer than ordinary nonfat milk. 


Thus, Carnation Instant, “self- 
enriched,” helps patients stay with 
low-fat diet two ways: because it is 
more delicious for drinking; be- 
cause it provides extra protein to 
help maintain stamina. 

*National Research Council 


Journat A.O.A. 
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To the relief of musculoskeletal pain, 


MEDAPRIN’ 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.+ Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 

Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
e@ 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
e 1 mg. Medrol, to suppress the causative 
inflammation 
e@ 200 mg. calcium carbonate, as buffer 


TRADEMARK TRADEMARK, REG. U.S. PAT. METHYLPREDNISOLONE, UPJOHN 


TRATIO OF DESIRED EFFECTS TO UNDESIRED EFFECTS 
The Upjohn Company, Kalamazoo, Michigan Pi 
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finge 


there’s pain and 
inflammation here... 
it could be mild 

or severe, acute 

or chronic, primary 
or secondary 
fibrositis—or even 
early rheumatoid 
arthritis 


4 


i a 


more potent and 
comprehensive 
treatment than 
salicylate alone 


. assured anti-inflammatory 
effect of low-dosage 
corticosteroid' 


. additive antirheumatic 
action of corticosteroid 
plus salicylate?* brings 
rapid pain relief; aids 
restoration of function. 


. wide range of application 


including the entire 
fibrositis syndrome 
as well as early or mild 
rheumatoid.arthritis 


more manageable 
corticosteroid dosage 


. much less likelihood ~- 


of treatment-interrupting 
side 


. simple, flexible 


dosage schedule 
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corticoid-salicylate compound tablets 


Composition 
MeETICORTEN® (prednisone) 
Acetylsalicylic acid 
Aluminum hydroxide . 

Packaging: Sicmacen Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 


Acute conditions: Two or three 
tablets four times daily. After 
desired response is obtained, 
gradually reduce daily dosage 
and then discontinue. 

Subacute or chronic conditions: 
Initially as above. When satisfactory 
control is obtained, gradually reduce 
the daily dosage to minimum 
effective maintenance level. For best 
results administer after meals and 
at bedtime. 

Precautions: Because siGMAGEN 
contains prednisone, the 
same precautions and 
contraindications observed 
with this steroid apply also 
to the use of SIGMAGEN. 


SCHERING CORPORATION + BLOOMFIELD, N. J. 


$6-1-648 
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artamide 


THE SAFE ANTI-ARTHRITIC AND ANTIRHEUMATIC THAT CONTAINS THE 
IMPORTANT PLUS OF ORGANIDIN® FOR THE FURTHER CONTROL OF IN- 
FLAMMATION AND TO AID IN THE RESORPTION OF NECROTIC TISSUE 


Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic... ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the ARTAMIDE formula by stimulating the 
resorptive processes? and further controlling inflammation. 
ARTAMIDE provides symptomatic relief as well as important 
gains in functional capacity for many patients who cannot 
tolerate corticosteroids. 


Each artamipe tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 
benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (% gr.); 
ORGANIDIN® (iodinated glycerol) 20.0 mg. (14 gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 
to the response of the patient. suppLieD: artTAmipeE Tablets, bottles of 100 
and 500. rererences: 1. Chambers, James O.: Clinical Medicine, 61:3 
(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Phar ology, p. 603, 
W. B. Saunders Co. (1952). 


write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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with allergic swellin 

ETANE EEX rentabs® (12 mg. ), Tablets 

RX ie (2me-/> cc.) new DIMETANE-TEN Injectable ti 

mee Co.» INC Richmond 20, 

A. of Merit Since 1878 
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SUBLINGUAL TABLETS 
ANGINA PECTORIS 


“Nitroglycerin and erythrol tetranitrate when administered 
sublingually are among the most effective of all prophylactic 
agents available for the treatment of patients with angina pec- 
toris. The comparatively prolonged duration of action of ery- 
throl tetranitrate makes it especially valuable for clinical use.” 


Riseman, J. E. F., et al.: Circulation 17:22, 1958 


Sublingual administration obviates inactivation of 
nitrites in gastrointestinal tract. 


Most closely approximates nitroglycerin in frequency 
and degree of effectiveness. 


‘Cardilate’ brand Erythrol Tetranitrate 
Sublingual Tablets 15 mg., scored. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, New York 


Journat A.O.A. 


THE CLINICAL PICTURE of the suspected hypothyroid patient is often vague. To 
confirm your suspicions and bring him into diagnostic focus, a therapeutic test with 
Proloid will prove decisive. 

Such hypothyroid patients with few exceptions must have lifetime thyroid supple- 
mentation. No wonder then that many physicians prefer Proloid for a safe, predictable 
metabolic response. It is odorless, economical and acceptable to the patient for long- 
term therapy. 

Proloid is the only purified but complete thyroglobulin. Proloid is assayed chemically 
to assure unvarying amounts of organic iodine, and biologically to assure uniform meta- 
bolic potency from lot to lot. Specify Proloid whenever thyroid therapy is indicated. 
Proloid is prescribed in the same dosage as ordinary thyroid but its response is smooth, 
uniform and predictable. 


safe, dependable, economical 


MORRIS PLAINS 
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rapid relief of pain 


Specific urinary analgesic action of phenylazo- 
diamino-pyridine HCl—long noted as the stand- 
ard G.U. tract analgesic—offers dramatic relief 
of painful symptoms. Visual confirmation of 
prompt action is the change in the color of 
urine the patient sees shortly after taking his 
first capsules of AZOTREX. 


early control of infection 


Combined activity of TETREx (tetracycline 
phosphate complex) and Sulfamethiazole offers 
unusually effective control of the gram-nega- 
tive and gram-positive bacterial components 
identified in a great number of acute and 
chronic infections of the urinary tract. AZOTREX 
is especially indicated in mixed infections. 

TETREX is the rapid and efficiently absorbed 
oral form of the antibiotic well-known for its 
broad-spectrum activity; singular freedom 
from such dangerous toxic reactions as blood 
dyscrasias, renal toxicity, hepatitis, neurotox- 
icity, anaphylaxis; and minimal undesirable 
side effects. TETREX is effective against a wide 


variety of organisms, including streptococci, 
staphylococci, pneumococci, gonococci, E. coli, 
A. aerogenes, Shigella. The excellent clinical 
results achieved with Sulfamethiazolein urinary 
tract infections! are based on its remarkably 
high solubility (130X as soluble as sulfadiazine 
—the standard of comparison in sulfa therapy), 
low degree of acetylation in urine (only 5-72), 
rapid and complete urinary excretion?. . . and 
broad-range usefulness, particularly in those 
patients sensitive to other sulfonamides.* Sulfa- 
methiazole is effective against sulfonamide- 
sensitive organisms, including E. coli, strepto- 
cocci, pneumococci, B. faecalis, gonococcus. 
With regard to B. proteus, Pseudomonas and 
Aerobacter aerogenes results are unpredictable 
and sensitivity determinations are necessary to 
determine beforehand the effectiveness of any 
sulfonamide or antibiotic. Well-tolerated, with 
a wide margin of clinical safety, AzOTREX offers 
unsurpassed antibacterial treatment of urinary 
tract infections due to sulfonamide-sensitive 
and tetracycline-sensitive organisms. 


an excellent choice in G.U. infections 


TETRACYCLINE — SULFONAMIDE —ANALGESIC 


Azotrex Capsules 


each capsule contains: 
TETREX (tetracycline phosphate com- 

plex equivalent to tetracycline 

HCl activity) . . . . . . . 125mg. 
Sulfamethiazole . . . . . . . 250mg. 
Phenylazo-diamino-pyridine HCl . 50mg. 


minimum adult dose: 
One capsule q.i.d. 


supplied: 
Bottles of 24 and 100 Capsules. 


References: 1. Buckwalter, F. H. and Cronk, G. A.: Antibiotic 
Med. & Clin. Ther. 5:46-51 (Jan.) 1958. 2. Osol, A., and Farrar, 
G. E., Jr., eds.: The Dispensatory of the United States of Amer- 
ica. 25th Edition, Philadelphia, J. B. Lippincott Co, 1955, p. 
1881. 3. Council on Pharmacy and Chemistry. J.A.M.A. 161:971 
(July 7) 1956. 
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That's the with the right form of” 

® VITERRA on his regimen! This comprehen- | 
sive vitamin-mineral formula is ideal in” 
frank nutritional deficiency states (ViTERRA 
Therapeutic) or in daily supplementation © 
(viterra Capsules, viTerRA Tastitabs® and 
= VITERRA Pediatric). 


VITERRA Therapeutic: when high 


cies are indicated. 


VITERRA Capsules: 10 vitamins, 11 min-| 
erals for balanced daily supplementation. | 
Now in a soft, soluble capsule this small 


for added patient convenience. 


VITERRA Tastitabs: virerra the way chil- 
dren like it best. Chew it, swallow it, let 


it melt in the mouth. Dissolve it in liquids, |” 


or add it to the formula. 

convenient, delicious 

Vv RA Pediatric in the unique new 
Metered-Flow bottle. 

Dosage: usually one capsule or 
Tastitab daily. 

Supplied: capsutes: in 30’s and 100’s. 


tastitass: bottles of 100. 


VITERRA PEDIATRIC: 50 cc. bottles. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., inc. 
Science for the World’s Well-Being 


Journat A.O.A. 


| 
| 
| 
i 
ready to recover | 
ready to resist — 


Vor. 58, Mar. 1959 


\ 
| 
| 
| 
| 
} 
2, 
| 
| 
0 f t iS 
symbdo 
Of 
Squibb Quality-the Priceless Ingredient 
5 
A-71 


Quaker Oats and Mother’s 
Oats, the two brands of oat- 
meal offered by The Quaker 
Oats Company, are identical. 
Both brands are available in 
the Quick (cooks in one min- 
ute) and the Old-Fashioned 
varieties which are of equal 
nutrient value. 


in the Dietotherapy 


The Quaker Oats @mpany 


of Undernutrition 


Fontowing periods of catabolic stress—when reha- 
bilitation by diet is especially important—many 
patients cannot tolerate certain high-nutrition foods, 
and frequently show an aversion to foods with high- 
fat content. 

Under such circumstances the physician is faced 
with the problem of selecting nourishing foods which 
are easily digested and well tolerated. Each day’s 
menu must be built from a variety of high-protein, 
high-nutrient foods which appeal even to jaded ap- 
petites. 

Oatmeal is an outstanding source of natural nu- 
trients well suited for debilitated patients. It ranks 
highest among whole-grain cereals in content of pro- 
tein, thiamine, and phosphorus. 

The oatmeal serving with milk provides high-quality 
protein, unimpaired in processing or preparation. It 
supplies the essential amino acids in proper propor- 
tions for biosynthesis, repair, and replenishment of 
tissue. Oatmeal also provides significant amounts of 
several B vitamins and minerals important to 
physiologic rehabilitation. 

The smooth, semi-solid texture of oatmeal, the ease 
of its digestibility, its inviting warmth, and its deli- 
cious nut-like taste combine to make it an appealing 
dish to patients of all ages. 
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The picture of health—no “angina problem” 


(2 years post-infarct) 


...on Metamine Sustained, b.i.d. 


When anginal episodes persist in spite of E.C.G. 
evidence of “good recovery” from myocardial 
infarction, METAMINE SUSTAINED provides ideal 
protective medication. In fact, METAMINE 
SUSTAINED protects many patients refractory to 
other cardiac nitrates,? reducing the number and 
severity of anginal attacks, or eliminating them 
entirely. Dosage is easy to remember: “‘1 tablet 
on arising, and 1 before the evening meal.” 

Each tablet of METAMINE SUSTAINED slowly releases 
10 mg. of aminotrate phosphate (LEEMING), the 
long-acting coronary vasodilator virtually free of 


1. Eisfelder, H.W.: Case history 4/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


nitrate side effects (nausea, headache, hypotension) .? 
And, when you prescribe METAMINE SUSTAINED 
your angina patient will need less nitroglycerin 
and thus remain fully responsive to that vital 
emergency medication. 


Supplied : bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE (2mg.) ; METAMINE(2mg.) WITH 
BUTABARBITAL (14 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 
mg.) SUSTAINED WITH RESERPINE (0.1 mg.). 


Shes Looming New York 17. 


1 tablet 
all night 
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Modify or Prevent Measles 
reduce the hazard of complications 


Polio IMMUNE GLOBULIN 


Cutter gamma globulin (human) 


MODIFIES—permits a mild attack followed by nat- 
ural immunity 

PREVENTS—confers passive immunity for about 3 
to 4 weeks 

CONCENTRATED—2 cc. is equivalent to 40 cc. nor- 
mal immune serum derived from adult venous blood 
Also recommended for prevention of infectious hepatitis, 
passive immunity against paralytic poliomyelitis, may be 
useful for passive immunity against maternal rubella, 
and as an adjunct to antibiotic therapy. May be beneficial 
for oral herpetiform lesions.* 

Available in 2 cc. and 10 cc. vials 

*Council on Drugs: J.A.M.A. 168:183 (Sept. 13) 1958. 


Other fine Cutter Human Blood Fraction Products 
Albumin (serum albumin), Hyparotin® (mumps immune globulin), 
Hypertussis® (antipertussis serum), Parenogen® (fibrinogen). 


CUTTER LABORATORIES 
Berkeley, California 
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met by the applicant, in an attempt to assure intel- 
lectual preparation for his specialty, as well as the sur- 
gical finesse and adeptness so necessary for its clinical 
application. 

Experience in the program has developed modifi- 
cations in the evaluation of applicants, and as the pro- 
gram continues new technics will evolve. The certifica- 
tion program has never been static but is ever-changing 
within a basic format for guidance and stability. 

I would like to establish one rule to which all 
boards of certification now adhere: The applicant is 
evaluated as to his fitness for examination by the rules 
and regulations in effect at the time of his application. 


The meaning of CERTIF ICATION 


JAMES M. EATON, D.O., MLS., F.A.C.O.S., F.A.O.C.A.+ 
Professor of Orthopedic Surgery, Philadelphia College of Osteopathy 


Philadelphia, Pennsylvania 


‘ HAS BEEN my privilege for some years to 
participate in the certification program for surgery, and 
during this time it has become increasingly apparent 
that applicants, their professional colleagues, and hos- 
pital personnel lack comprehensive understanding of 
certification, how it is obtained, the responsibilities in- 
volved, and what may be expected of the certified sur- 
geon. 

Certification might well be compared to earning a 
graduate degree, during which time the applicant not 
only studies advanced work in the specialty field of sur- 
gery and associated basic sciences to become intellec- 
tually competent, but also has his clinical application of 
the specialty carefully studied and evaluated to deter- 
mine his basic philosophy and understanding of the 
problems of surgical practice. 

Certification signifies that a Board of Examiners 
has certified to the intellectual surgical competence of 
the applicant after an examination, and that he has met 
certain basic requirements in preparation for his career. 

Certification does not make the applicant a better 
surgeon, nor does it imply he is a better surgeon than 
the noncertified surgeon. However, during these days 
of governmental agencies the glorified aura of a degree 
or title seems to be all-important; in fact, to some it 
may seem an open-sesame to hitherto unobtainable 
rights and privileges. If certification is sought for such 
purposes, the applicant is sure to be disappointed. 

At the inception of the program there was little or 
nothing to guide the founders in the development of 
that format which has since undergone evolutionary 
changes consistent with experience and basic needs of 
the profession. The certifying boards have come to 
require that certain minimum basic requirements be 

*Presented at the annual Clinical Assembly of the American College 
of Osteopathic Surgeons, Boston, Massachusetts, October 29, 1958. 


Dr. Eaton is chairman of the American Osteopathic Board of Sur- 
gery. 
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The so-called grandfather clause, under which so many 
applicants have been evaluated, by action of the Board 
of Trustees of the American Osteopathic Association, 
will cease to exist in 1961. Thereafter, all applicants 
will be expected to qualify in the same manner, that is, 
by meeting certain basic minimum requirements of 
formal training. 

In our profession the boards of certification are 
not autonomies. They simply evaluate, examine, and 
recommend applicants for certification, first to the Ad- 
visory Board for Osteopathic Specialists, and through 
that body to the Board of Trustees of the American 
Osteopathic Association. The Board of Trustees of the 
A.O.A. is actually the certifying body for all osteo- 
pathic specialists. The individual boards may not make 
any change in procedure without first submitting the 
proposed changes to the Advisory Board and through 
it to the Board of Trustees of the A.O.A. for approval. 

Financially, the American Osteopathic Board of 
Surgery is self-sustaining only through subsidization 
by the American College of Osteopathic Surgeons. This 
body absorbs most of the cost of operating the Ameri- 
can Osteopathic Board of Surgery; the American Os- 
teopathic Association contributes nothing in a financial 
way to its maintenance. 

The basic minimum requirements leading to cer- 
tification in surgery are published in a booklet pub- 
lished by the American Osteopathic Board of Surgery 
and paid for out of its funds. This booklet may be 
obtained without cost to the applicant from the Secre- 
tary of the Board. However, the written word, no mat- 
ter how carefully or how elaborately phrased, is difficult 
to understand—particularly by the applicant whose 
training program has varied somewhat from the basic 
formula. Hence, the secretarial work of the Board is 
of extreme importance in attempts to evaluate and guide 
the applicant; in our Board, it is very heavy and time- 
consuming. 
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It is the responsibility of the applicant to conform 
to the basic requirements qualifying him for certifica- 
tion, and to present his credentials with scrupulous 
honesty and almost fanatical detail. Too many times 
the Board cannot act upon applications because essen- 
tial details are lacking for one reason or another, and 
this entails delay and misunderstanding. 

It is the responsibility of the Board of Examiners 
to be objective in its evaluation of the applicant—at 
times a difficult and thankless task. The Board spends 
a minimum of 6 full days in formal meetings, and in- 
numerable man-hours throughout the year in carrying 
out appointed tasks. In the past the greatest problems 
arose when the training program did not conform to 
the basic format. Fortunately, these applicants are now 
in a minority. Particularly difficult situations arose 
when the applicant was a busy practicing surgeon, often 
the head of his hospital, and certification became man- 
datory to secure approval of the hospital for intern and 
resident training. Many of these men had received 
their training by whatever means possible, and few had 
sufficient formal training to qualify. Such problems 
needed the wisdom of Solomon. 

The American Osteopathic Board of Surgery is 
not a self-perpetuating body. Its members are nomi- 
nated and elected by the Board of Governors of the 
American College of Osteopathic Surgeons—three each 
year for a 3-year term of office. As far as possible, 
geographic distribution of members is secured as well 
as specialty distribution to assure a well-rounded rep- 
resentation of the specialty fields of surgery. 

Applicants are considered individually, and all 
means are utilized to qualify them for examination. 
Every consideration is given the applicant, including 
the opportunity for a personal interview with the Board 
to assist him to qualify and to advise him in every way 
possible. 

It is not possible for the Board to accept sub- 
standard or unapproved training programs, even if its 
members personally feel otherwise. All files of appli- 
cants recommended for certification are inspected by 
the Review Committee of the Advisory Board, and if 
the file is found inaccurate or does not meet the re- 
quirements of the Board, the recommendation of the 
certifying board is challenged by the Advisory Board 
and the applicant is not recommended for certification. 
Hence, the specialty board must substantiate its rec- 
ommendations without reservation, and it cannot rec- 
ommend those who do not possess the basic minimum 
requirements. 

If the applicant feels the decisions of the Board 
are unfair, he has the opportunity to refer his com- 
plaint to the American Osteopathic Association. 
Through the Advisory Board for Osteopathic Special- 
ists an Appeals Committee is appointed to conduct a 
hearing to review thoroughly the entire problem with 
representatives of all interested parties in attendance. 
The Appeals Committee then reports to the Advisory 
Board with recommendations, and the Advisory Board 
acts upon the recommendations and submits its report 
to the Board of Trustees of the A.O.A. for final action. 

The written and oral examinations are reviewed 
and approved by the entire Board, and in addition an 
outline of the expected answers is also reviewed and 
approved. These then accompany the examination 
books of the applicant with his file when submitted for 
certification and form a complete record of this phase 
of the examination. 

The clinical examination of the applicant is per- 
haps of greater importance than any other phase of 
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the examination, because it is the means by which the 
Board is able to evaluate the surgical philosophy and 
technical finesse and adeptness of the applicant in his 
own environment. 

The basic yardstick of evaluation is an examina- 
tion of the hospital case records of the applicant, meas- 
uring his awareness of responsibility to the patient, the 
hospital, and to the Intern and Resident Training Pro- 
grams. By careful study of hospital case records se- 
lected at random from the work of the applicant during 
a 6- or 12-month period immediately prior to examina- 
tion, the examiner determines the surgical philosophy 
of the surgeon more accurately than by any other 
means. If all hospital case records were as carefully 
and completely prepared as the several case records 
which are supplied to the examiners while they are ob- 
serving the surgical skill and technic of the applicant, 
there would never be any trouble. But the day-by-day 
work of the surgeon is usually an entirely different 
matter. Too many times the hospital case records are 
inaccurate or deficient in important details, and do not 
meet the standards expected of one who seeks certifica- 
tion—standards which are expected to be higher than 
the minimum requirements of the Bureau of Hospitals 
of the A.O.A. This problem has been discussed many 
times with the Bureau of Hospitals, which heartily en- 
dorses this attitude of the Board of Surgery. 

Applicants for certification must present convinc- 
ing evidence that they are capable teachers of surgical 
practice in a complete sense, and not simply demonstra- 
tors of surgical technics. They must represent the best 
in a particular specialty and possess qualities of leader- 
ship for the progress of that specialty. . 

The acquisition of a certificate does not carry with 
it any special privilege, actual or implied. That it may 
be employed as a hallmark of advanced education and 
experience is proper. It is a step in the development 
of the specialist. 

On achieving certification the physician should be 
one to whom the profession can look for leadership in 
the further development of the specialty: one who can 
point the way toward progress, stimulate research, and 
be a real impetus toward greater knowledge in his spe- 
cialty. He becomes the qualified teacher, though not 
necessarily in the pedagogic sense; he should be able 
to impart his knowledge and to pass on to others that 
which he represents. He must always strive to elevate 
the professional standards of his specialty and he must 
be able to produce. By his own actions he should be 
an inspiration to young aspiring physicians. 

I believe the certification program in surgery is a 
good one and that it is necessary. However, the tech- 
nics of evaluation and examination can be and will be 
improved; perhaps there will evolve a more complete 
format to meet the ever-increasing needs of the pro- 
fession. 


Summary 


I have attempted to presént an outline of the cer- 
tification program in surgery and the meaning of certi- 
fication that includes : 

1. An interpretation of certification 

2. The formation and activities of the Board 

3. The responsibilities of the Board and of appli- 
cants 

4. The responsibilities of the certified surgeon to 


his profession and the public. 
2201 Philadelphia Savings Fund Bldg. 
12 S. 12th St. 
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NONFRACTURE 
mare of the AN KLE* 


EUGENE C. HERZOG, JR., D.O. 
Flint, Michigan 


I. SPITE OF the fact that injury to the soft 
tissues of the ankle joint is among the most frequent 
derangements to the musculoskeletal system, this area 
remains one of the most poorly understood and mal- 
treated regions of the body. The average layman be- 
lieves that it is worse to sprain an ankle than to 
fracture it. If all nonfracture injuries are treated by 
adhesive strapping and early weight-bearing, that be- 
lief has basis in fact: A considerable portion of trau- 
matic injuries that show no evidence of fracture on 
routine x-ray are actually self-reduced dislocations of 
the joint and merit appropriate treatment. 


Anatomy 


In discussing ligamentous injuries about the ankle 
joint, it is important to review the anatomy and physi- 
ology of this articulation. The skeletal framework is 
composed of the distal articular ends of the tibia and 
fibula and body of the talus. The broad square end of 
the tibia and its malleolus, are bound to the malleolus 
of the fibula by the interosseous ligament and the an- 
terior and posterior inferior tibiofibular ligaments. 
Between these bones is situated the very important 
tibiofibular syndesmosis. Because motion is carried out 
at this joint, and because in at least half of cases there 
is a synovial protrusion from the ankle joint between 
these bones, Bonnin’ feels that it would be equally cor- 
rect to refer to it as a diarthrodial joint. 

The body of the talus is held between the medial 
tibial malleolar projection and the more slender and 
posteriorly placed fibular malleolus. The lower extrem- 
ity of the fibula extends approximately 1 cm. lower 
than the medial malleolus. This tibiofibular “socket” 
and the body of the talus are reciprocally wedged, as 
they are wider in front than behind and broader below 
than above; they also present a concave-convex rela- 
tionship. Thus it can be seen that the ankle joint is de- 
fective in front of the lateral malleolus and below the 
tibial malleolus ; it is entirely open anteriorly and pos- 
teriorly. Only remotely does the ankle joint merit a 
mortise-and-tenon analogy, for the body of the talus 


"Presented at the annuai meeting of the American Quiegetic Acad- 
emy of Orthopedics, Boston, Massachusetts, October 26, 1958. 
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is far too broad and the malleolar projections entirely 
too frail; it is perhaps this mortise-tenon dogma that 
suggests the improbability of serious ligamentous in- 
jury and leads to inadequate therapy. 

To facilitate the physiologic up-and-down hinge 
motion of the joint, the supporting ligamentous struc- 
tures are arranged on either side. The deltoid or tibial 
collateral ligament is comprised of anterior and pos- 
terior talotibial ligaments and the calcaneotibial projec- 
tion. The lateral aspect of the ankle is supported by 
the anterior and posterior talofibular ligaments and 
calcaneofibular component comprising the fibular col- 
lateral ligament ; this ligament is weaker and less com- 
plete than its medial counterpart. The articular capsule 
must be included in the supporting structures for the 
sake of completeness, but it provides scant protective 
function. 

The importance of muscle-tendon balance in pro- 
viding stability to the ankle joint has received insuffi- 
cient attention in the past. The role of adequate peronei 
muscle power in the treatment of recurrent inversion 
sprains is just being appreciated by those who utilize 
progressive resistance exercise in their practice. Thus 
it is seen that the deficiency in the osseous components 
of the joint is buttressed by ligaments and, where nec- 
essary, by dynamic muscle-tendon balance. 


Diagnosis of injury 


The types of ligamentous injuries to the ankle are 
nearly as numerous as are the ligaments and combina- 
tions of ligaments. The most common mechanisms, 
however, are as follows: 

Adduction.—This mechanism is accomplished with 
sprain of the fibular collateral ligament. Some degree 
of inversion usually enters into the mechanism of this 
most common injury. 

External rotation.—This accomplished with sprain 
of the anterior tibiofibular ligament, and is reported by 
Bonnin’ to be implicated in 70 per cent of fractures of 
the ankle and an equally high percentage of soft tissue 
injuries. 

Abduction.—This involves injury to the deltoid 
ligament. It is relatively uncommon because of the 
strength of the ligamentous structures at the medial as- 
pect of the ankle joint. 

The previously mentioned mechanisms may result 
in various degrees of ligamentous damage: 

1. The most common type of “sprain” is a rupture 
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of intraligamentous fibers. This results in little or no 
effusion into the surrounding tissues or joint, and pro- 
duces no lengthening of the ligament. 

2. Incomplete rupture of the ligament is character- 
ized by considerable pain and swelling incident to hem- 
orrhage around the site of trauma. Healing is slow, 
and unless the separated site is approximated, some de- 
gree of lengthening persists. This is especially true if 
further trauma is sustained prior to healing. With this 
in mind, the fallacy of procaine injection with early 
unsupported weight-bearing can be readily understood. 
When the protective function of pain is eliminated, 
stress and strain might well convert a partial rupture 
to a complete one. 

3. Complete rupture through the course of liga- 
ments around the ankle is thought to be quite rare, but 
complete detachment of the ligament from its bony at- 
tachment is quite frequently seen. The distinction be- 
tween this injury and the preceding incomplete rup- 
ture must be suspected clinically and confirmed by 
x-ray. 

The diagnosis of nonfracture injury of the ankle 
is simplified greatly by the routine use of the x-ray. 
Careful physical examination, however, must supple- 
ment this overworked screening procedure and the ex- 
act nature and extent of the pathologic condition must 
be evaluated. Localization of the exact ligaments in- 
volved is carried out by consideration of the locale of 
swelling and maximum tenderness, and consideration 
of the mechanism of injury when possible. By gentle 
inversion or eversion, the stability of the talus can fre- 
quently be evaluated without the use of anesthesia. 

When swelling and pain are compatible with frac- 
ture and when roentgenographic examination is nega- 
tive for osseous injury, it is probable that serious rup- 
ture of a ligament has taken place; it is at this time 
that “stress films” should be obtained, with the suspect- 
ed ligament in tension. Local anesthesia may prove 
necessary for this procedure. If injury of fibular col- 
lateral ligament is suspected, the foot is firmly adducted 
and anteroposterior x-rays are obtained; other views 
may be necessary if other ligaments are involved. Such 


Diagnosis of nonfracture injury 
to the ankle is simplified 
greatly by routine use of 

x-ray. Careful physical examination, 
however, must supplement this 


screening procedure 


investigation will reveal a tilt of the talus of 5 degrees 
or more, or a subluxation of the joint. Differentiation 
must be made in the so-called hypermobile ankle seep 
in lax joint mechanics. Questioning of the patient with 
a hypermobile ankle frequently reveals the history of 
recurrent injuries. This entity is probably the result 
of repeated trauma and inadequate treatment rather 
than the cause of the injuries. X-rays that seem nor- 
mal on first interpretation will occasionally reveal 
widening of the tibiofibular relationship or diastasis of 
the syndesmosis. Careful examination may reveal a 
small fragment of bone avulsed from the lateral tibia 
by trauma to the anterior tibiofibular ligament; stress 
films will serve to exaggerate the diastasis and make 
the diagnosis obvious. 


Treatment 


The principles of treatment of these nonfracture 
injuries include: 

1. Immobilization and rest provided by protection 
of the injured part 

2. Pressure and elevation to limit swelling 

3. Encouragement of function to promote recovery. 

In relation to the third point, special caution must 
be taken not to exceed the patient’s pain tolerance. It 
has been pointed out earlier that abolition of pain by 
local anesthesia may easily result in further ligamen- 
tous injury. It may be stated in general that treatment 
is governed by the severity of the soft tissue damage 
and the amount of swelling present. In minor sprains, 
a Gibney basket-weave adhesive strapping is applied, 
taking care not to apply any tape circumferentially. 
This may be wrapped with an elastic bandage and the 
patient discharged with advice to elevate the extremity 
and apply ice bags. When the tape loosens in 5 or 6 
days, it should be reapplied. Treatment may cease when 
there is no tenderness on deep palpation over the site 
of injury. More extensive sprains with gross swelling 
may require crutch ambulation; again, the degree of 
activity is governed by the amount of pain suffered by 
the patient. Active motion of all joints within the con- 
fines of immobilization and pain should be definitely 
encouraged from the beginning. 

Attempts at aspiration of the hematoma at the site 
of swelling should be dismissed as fruitless and not 
without danger. Injection of hyaluranidase and corti- 
sone preparations are reported to be efficacious, but in 
my hands they have added little to basic treatment. 

Complete tears of ligaments with instability of the 
ankle, demonstrated by clinical and x-ray findings, dic- 
tate more strenuous therapy. These cases should be 
treated primarily with a padded plaster cast with the 
foot molded in such position as to approximate the torn 
ligaments. When swelling subsides, a snugly fitted 
walking plaster cast should be applied and the immo- 
bilization continued for at least 8 weeks. 

Surgery is usually reserved for the tibiofibular 
diastasis where a Bosworth screw is utilized to coapt 
the distal fibula to the tibia thus repairing the syndes- 
mosis. Charnley*? cautions that care must be taken not 
to overcorrect this deformity. Neglected lateral liga- 
ment tears are best handled by the Watson-Jones pro- 
cedure, utilizing the peroneous brevis tendon to fabri- 
cate lateral support for the recurrently dislocating joint. 

Various investigators have noted weakness of the 
evertor muscles in recurrent adduction sprains. They 
report good results with progressive resistance exer- 
cises applied to the peroneal muscles. 

After-care of the ankle injury is largely prophy- 
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lactic aud consists of modification of footwear: a high 
shoe is of obvious benefit. Additional wedging of the 
lateral border of the heel will provide a feeling of sta- 
bility and protection to the lateral structures of the 


ankle. 


Conclusion 


Nonfracture injury of the ankle joint is an im- 
portant and disabling entity. It should be accorded the 
same well-directed diagnosis and treatment as the more 
dramatic osseous injuries of this region. Intelligent 
early management will yield gratifying results. Failure 
to follow basic principles will lead to unnecessary dis- 
ability. 

513 Garland St. 
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Discussion 

Hooker N. Tosron, D.O., St. Joseph, Missouri: 
I agree that the ankle is the most poorly understood and 
mistreated joint in the body. The average layman, in 
his belief that the sprain in the ankle is worse than the 
fracture, is probably very right, mainly because so 
many of the nonfracture injuries are put in the hands 
of individuals who do not understand the ankle joint. 

X-rays, of course, are most important—if for 
nothing more, to rule out fracture. However, palpation 
and careful physical examination are also extremely 
important, and one should be well enough versed in 
the latter to almost pinpoint the nature of the disorder. 

Multiple roentgenograms of the ankle, especially 
those showing eversion, inversion, and weight-bearing, 
if possible to obtain, are of utmost importance in non- 
fracture injuries of the ankle joint. The use of local 
anesthesia to obtain the films is sometimes necessary. 
Dr. Herzog’s stressing of principles of immobilization 
and rest, limitation of swelling and ultimate encourage- 
ment of function, are basic. From a logical viewpoint, 
one does not allow a person with a sprained wrist to 
continue to play baseball; by the same token, it seems 
foolish to me to allow a person with severe ligamentous 
tear to continue weight bearing. The point of using 
local anesthesia without strict aseptic technic, with its 
occasional disastrous results, cannot be brought to at- 
tention too frequently. 

I have found that there is frequently some sub- 
luxation of the arch that occurs with the sprained 
ankle. In my opinion, it is necessary for the arch to 
be restored to normality as well as the ankle joint. I 
correct the arch by grasping the foot in both hands and 
applying traction. At the point of fullest traction, I 
suddenly pull, until I feel that the foot and ankle are 
free of all subluxation. I then immobilize the area. 

In follow-up treatment, I utilize physiotherapy 
and ultrasound, which I have found to produce excel- 
lent results leading to more rapid recoveries. 

Total ligamentous tears with resulting instability 
of the ankle, of course, must be immobilized for a 
longer period and often require considerably more 
physiotherapy following the immobilization period. I 
normally maintain immobilization for approximately 8 
weeks. In severe tears of the ligamentous structures, 
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where surgical repair is done, overcorrection of the 
deformity is mentioned only to be condemned. I have 
found that the neglected lateral ligamentous tears are 
best handled by the Watson-Jones operation on the 
peroneus brevis tendon. The Bosworth screw has 
proved helpful in the hands of some. However, again,. 
care must be taken not to overcorrect the deformity. 

Bonnin’s book,’ Injuries of the Ankle, has been a 
very helpful guide to me, and I can highly recommend 


it to you. 
1201 Jule St. 
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Joun P. Woop, D.O., Birmingham, Michigan: Dr. 
Herzog has presented an excellent dissertation on non- 
fracture injuries of the ankle. I think it would be 
worth while to re-emphasize some of the points which 
he has made. He has reviewed the anatomy of the 
ankle joint and brought to attention the most common 
sites of ligamentous tear which occur in the average 
ankle injury. The mechanism of adduction is usually 
accompanied by some degree of rotation, causing not 
only a sprain of the fibular collateral ligament, but also 
an associated sprain of the anterior tibial fibular liga- . 
ment. I was interested to note that Dr. Herzog empha- 
sized the value of stress films in ankle injuries, taken 
under adequate local anesthesia. I think it is exceed- 
ingly important that local anesthesia be utilized in most 
severe ankle sprains, not as a means of masking symp- 
toms or allowing a patient to bear weight or continue 
in some athletic endeavor when good judgment would 
dictate otherwise, but rather to determine the severity 
of the sprain and possibly to reveal unrecognized dias- 
tasis. In my opinion, Novocain is also good therapy, 
but of course should not supplant the recognized modes 
of treatment. 

Dr. Herzog also calls attention to the fact that 
attempting aspiration of a hematoma at the site of 
swelling is potentially dangerous and serves no useful 
purpose either in diagnosis or treatment. The use of 
hyaluranidase, either by injection or in the oral form, 
in my opinion is worth while; I feel that it has short- 
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ened the period of disability and discomfort in com- 
parison to the old methods of treatment by adhesive 
taping and the use of crutches. Severe sprains of the 
ankle demand firm fixation of some type and adhesive 
taping is sufficient for the average injury. Weight- 
bearing should of course be avoided; again I mention 
that Novocain should not be injected for the purpose of 
allowing a patient to bear weight even though we do 
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¢ ASTROPTOSIS, the condition in which the 
stomach is enlarged and in an abnormally low position, 
impedes normal stomach function to the extent that 
pathologic changes eventually occur. Although many 
kinds of treatment, both medical and surgical, have 
been found helpful, it has been difficult to determine 
which treatment might be most effective in any partic- 
ular case. In our clinic, many experimental studies 
have been carried out on dogs and human beings, and 
various treatment methods have been evaluated. In the 
past 5 years, segmental gastric resection has been per- 
formed with satisfactory results in approximately 1,000 
cases. A detailed statistical report on this series is in 
preparation. 

Since gastroptosis is primarily a functional dis- 
ease, the patient should first be treated medically. If 
conservative treatment fails or the patient suffers a re- 
lapse after initial improvement, then surgical treatment 
should be considered. It is important first to make sure 
that the ptosis is not associated with a generalized 
pathologic state, as in cases of tuberculosis, primary 
anemia, neurosis, disorders of the female reproductive 
system, dysfunctions in the endocrine system, and such 
infectious conditions as chronic pancreatitis and para- 
sitosis. Associated diseases should be treated before 
the surgical correction of gastroptosis is undertaken. 

In selecting cases for treatment by segmental re- 
section, the following considerations have been found 
helpful : 

1. Age of the patient.—Although primary gastrop- 
tosis can occur at any age, is is found most often in the 
range of 20 to 40 years, and predominantly in women. 
These patients respond well to surgical treatment, but 
in patients under 20 the results are likely to be less 
satisfactory. 


*Dr. Tucker is now located at 5253 Riverside Drive, Chino, Cali- 
fornia. 
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consider that early mobilization is wise. The principles 
outlined by Dr. Herzog are entirely sound and ade 
quate for treatment of the usual nonfracture injury of 
the ankle. Deviation from them is a matter of individ- 
ual judgment as related to the individual and his occu: 
pation, and the usage to which the foot and ankle will 
be put. 
206 Wabeek Bldg. 


2. Duration of disease—I\In our experience, the 
length of time the patients have had the disease has 
varied from 2 to 10 years, but this apparently has had 
no bearing on the results of surgical treatment. 

3. X-ray findings.—Anteroposterior films are made 
with the patient standing, after he has ingested 250 cc. 
of a barium sulfate mixture. According to our method 
of classification, the gastroptosis is considered to be 
Grade 2 if the films show the angle of the lesser curva- 
ture of the stomach just below the level of the body of 
the fourth lumbar vertebra, and Grade 3 if the angle is 
below the fifth lumbar vertebra. Cases in these classifi- 


cations show good results when treated by segmental 


resection. Fluoroscopic examination reveals atonia, de- 
creased tension, and decreased motility of the gastric 
wall. If the x-ray findings indicate conditions other 
than ptosis, multiple surgical procedures may be re- 
quired, 

4. Stomach acidity —Hyperacidity may be consid- 
ered a contraindication to segmental resection; in such 
cases, subtotal gastrectomy has given better results. In 
cases involving hypoacidity or achlorhydria, however, 
segmental resection has proved to be of value. 

5. Anemia.—Various degrees of secondary anemia 
are found with gastroptosis ; in all cases, surgical treat- 
ment has resulted in improvement, and in some the 
anemia has been cured. All patients with anemia need 
medical treatment for about 6 months after the opera- 
tion. 

6. Previous surgical treatment.—Gastric resection 
is not contraindicated by previous gastropexy which 
may have resulted in complications or surgical failure. 


Operative technic 


In performing the operation for segmental resec- 
tion, a midline incision is made from the xiphoid to the 
umbilicus through skin, linea alba, and peritoneum, to 
the left of the falciform ligament. The incision is held 


Fig. 1. Schematic drawing of the measurement of the stomach for 
segmental resection. 
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Fig. 3 


Fig. 2. Clamps at the site of amputation. Fig. 3. Gastric resection clamp, showing the teeth on the blades. 


open by a self-retaining retractor. The abdomen is in- 
spected for adhesions, ulcers, and other abnormal con- 
ditions. The extent of resection necessary is then de- 
termined. In our experience the best results are obtained 
if the stomach is measured along the long axes from the 
pyloric and cardiac sphincters and the clamps placed 
about 7 to 7.5 cm. from each end. After the resected 
walls are sutured, the stomach measures about 6 cm. 
from each sphincter to the suture line (Fig. 1). 

The greater curvature of the stomach is freed over 
the area to be resected, midway in the gastrocolic liga- 
ment, by several heavy ties in the mesentery, and the 
right gastro-epiploic artery is ligated at the sites of 
proposed amputation. The lesser omentum on the lesser 
curvature side of the stomach is entered and ligated in 
the same manner, and the right and left gastric arteries 
are ligated at the sites of amputation (Fig. 2). These 
clamps (Fig. 3) have long blades with longitudinal 
striations and teeth as in muscle clamps. The stomach 
is cut between the two clamps at each site and the ex- 
cess portion of the stomach is removed. Suction and 
tincture of iodine are used on the cut edges to keep 
them as clean as possible. 

Bowel clamps are placed on the stomach to control 
leakage of the stomach contents and of blood from 
hemostatic areas (Fig. 4). These clamps are fitted 
with an arm enabling the operator to connect one clamp 
to another and thus make them self-retaining (Fig. 5). 

Sutures are applied first to the posterior serosa, 
using fine silk and a Lembert type of stitch. The mu- 


Fig. 4 


Fig. 4. Stomach following resection; all clamps in place. Fig. 5. Bowel clamps fastened together by arm extension. 


cosa is then closed by means of a through-and-through 
stitch of No. 000 gastrointestinal catgut, using an Al- 
bert stitch pulled very tight (Fig. 6). The anterior mu- 
cosa is next closed with the same type of suture in a 
continuous through-and-through stitch tied to itself on 
the inferior border. 

The anterior serosa is closed with the same type 
of suture used on the posterior wall (Fig. 7); the 
mesentery opening is closed by means of interrupted 
sutures. The abdominal wall and the skin are then 
closed according to the technic preferred by the surgeon. 

This procedure for segmental resection has proved 
to be quite satisfactory. It is simple and takes a rela- 
tively short time. No stricture or stenosis, or the often 
reported “hourglass stomach,” has occurred in any of 
our cases after this operation, nor have there been any 
postoperative deaths. 


Review of the literature 


Segmental gastric resection has been used since 
the end of the last century, mainly for peptic ulcer, but 
occasionally for cancer or ptosis. Mikulicz first re- 
ported the technic in 1897, in connection with ulcer. 
Bier, Kummell, and Hoffmann, as noted by Wangen- 
steen,? performed similar operations, and later observed 
the recurrence of ulcer in some cases. Riedel** pub- 
lished reports on segmental resection for ulcer in 1909 
and 1912, and Payr® in 1909 and 1910. In 1920 Kloi- 
ber® reported 18 cases of stomach ulcer treated by this 
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Fig. 6 


Fig. 7 


Fig. 6. Repair of stomach; posterior serosa layer completed, first sutures in mucosa layer. Fig. 7. Segmental resection completed. 


method, with stenosis resulting in 6 of the cases. The 
first report in the United States was made in 1922 by 
Judd and Lyons,’ who also noted the recurrence of ul- 
cer. Martin® published the first report on gastroptosis 
treated by this procedure ; the operation was successful 
in 10 of 12 cases, the 2 failures being due to nutritional 
complications after the operation. 

The complications resulting from segmental resec- 
tion, as reported in the literature, included stenosis, 
hourglass constriction of the stomach, acute angulation 
on the lesser curvature as the result of scar tissue, and 
stretching of the upper part so as to form a pocket 
above the suture line. The chief problem, however, 
was the recurrence of the ulcer or the cancer for which 
the operation was performed. Because of the generally 
unsatisfactory results in such cases, the procedure 
largely fell into disuse after 1922. No further reports 
on the operation as used for ulcer appeared until 1952, 
when Wangensteen? published the results of his modi- 
fied technic in 60 cases of duodenal ulcer. This method 
involves removing a larger proportion of acid-secreting 
area, but leaving intact the pylorus and the entire py- 
loric antrum, in which little if any acid is secreted. In 
addition, pyloroplasty is carried out, the submucosal 
incision extending 8 to 10 cm. from the pylorus into 
the duodenum and the antrum. The technic was de- 
signed to guard againgt stenosis and the dumping syn- 
drome. 


Discussion 


Not many surgeons have carried out segmental 
gastric resection for gastroptosis ; in most cases the op- 
eration has been performed in the treatment of peptic 
ulcer, and has involved a high incidence of recurrence 
of the disease. In our cases of gastroptosis with asso- 
ciated ulcer, the ulcer has not recurred following seg- 
mental resection ; however, we have not used this tech- 
nic in ulcer cases in which hyperacidity was present. 
Since we believe that associated pathologic conditions 
should be corrected before the ptosis is attacked direct- 
ly, we have not performed segmental resection in cases 
of duodenal ulcer or those cases in which the coexisting 
disease could not be cured. We have encountered no 
instances of stenosis or the dumping syndrome follow- 
ing this operation for gastroptosis. With regard to 
postoperative function, we found that the absorption 
rate increased, emptying time became normal, achlorhy- 
dria or hypoacidity was corrected, and the blood count 
became more nearly normal. ; 
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In our practice, all cases are followed for at least a 
year after the operation. Most patients need some sort 
of supportive treatment for 6 months, the time required 
for stomach function to be restored. In our series of 
cases, 65 per cent of the patients were considered cured 
at the end of 1 year; the rest showed definite improve- 
ment. Clinical symptoms had improved or disappeared, 
x-ray and fluoroscopic examinations showed satisfac- 
tory function as well as good tone and shape of the 
stomach, and all the patients hid gained weight. 


Summary 


Among the possible treatments for gastroptosis, 
segmental gastric resection appears to be the most satis- 
factory for uncomplicated cases, as evidenced by re- 
sults in 1,000 cases treated over a period of 5 years. A 
detailed report on some of these cases is now in prep- 
aration. 

It is recommended that conservative medical treat- 
ment be tried before surgical treatment is considered. 
Also, any associated pathologic conditions should be re- 
moved first, if possible. Hyperacidity may be consid- 
ered a specific contraindication to segmental resection. 
Patients with hypoacidity or achlorhydria, however, 
with accompanying secondary anemia, are greatly bene- 
fited by the operation. The procedure is relatively 
simple and brief. The authors have not encountered 
any postoperative complications or deaths among their 
treated patients. In the past, segmental gastric resec- 
tion has been used mainly for peptic ulcer, with gen- 
erally unsatisfactory results. This has no bearing, how- 
ever, on the effectiveness of the procedure in properly 
selected cases of gastroptosis. 
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PULMONARY 


problems in 


GERIATRICS 


GILBERT H. KROEGER, A.B., D.O. 
Bethany, Missouri 


I HE PROBLEM OF THE geriatric patient is not 
new. Pathologic changes in the aged have been dis- 
cussed ever since Hippocrates listed the diseases to 
which old persons are subject and noted that while the 
old have fewer complaints than the young, those chronic 
diseases that do befall them generally never leave them. 
Mistakes are made daily in the treatment of the aged, 
and it may be that mortality in advanced life is consid- 
erably increased by lack of understanding of the pe- 
culiarities of the senile organism. 

That aged people are neglected is obvious. One 
reason is the commercialism of the age we live in. Hu- 
man sympathy is universal in its scope, but not in its 
application. Economic values, social relations, and 
esthetic sensibilities all influence the manner in which 
sympathy is applied. The aged become economically 
less valuable, while the child has a prospective economic 
value that is ever increasing. But the increased birth 
rate, curtailed immigration, and decreased mortality in 
childhood and early adult life have led to an increase 
in the older population, and future generations will con- 
tain even greater proportions of old people. Without 
proper health care, such groups can constitute a serious 
economic drain on a community. The improved meth- 
ods of diagnosis and treatment now available, however, 
make it possible to maintain or restore the older per- 
son’s usefulness and his sense of personal worth. 
Therefore the care of the aged is becoming an increas- 
ingly important area in medical practice, both for the 
specialist and the general practitioner. 

Despite the lack of organized knowledge about 
geriatrics, no field in medicine can be approached as 
easily, particularly in communities of moderate size. 
It is not wise to overlook the value of clinical evidence. 
A small town practitioner is in a favored position for 
making continuous clinical studies. City practice is 
more transient and seldom enables the physician to 
watch families as closely as is possible in a smaller 
community where hereditary and environmental factors 
are known. The general practitioner’s everyday knowl- 
edge of heredity and environment as they affect the 
common problems of the aged logically leads to adapta- 
tion of therapeutic measures to the peculiarities of the 
senescent patient. 

It is also important, however, for the physician to 
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know how a disease process may be affected by physi- 
ologic changes accompanying the process of aging. This 
is especially true of pulmonary diseases, which account 
for much of the acute or chronic illness of elderly pa- 
tients. And although the geriatric patient may be sub- 
ject to any of the numerous conditions affecting the re- 
spiratory system, some of these conditions are found 
predominantly in this group of patients. 


Respiratory function 


Characteristically, as a person grows old he tends 
to bend forward in a habitually stooped posture, the 
result not only of muscle degeneration but of atrophic 
changes in the cartilage of the spine and ribs. The 
intervertebral disks become thinner, so that there is an 
actual decrease in the person’s height, and the costal 
cartilages in front become ossified. In accommodating 
to these structural changes the rib cage is somewhat 
altered in shape. The chest of an aged person, there- 
fore, is apt to be shorter in back, longer in front, and 
flattened at the sides. Since the physical and biochemi- 
cal mechanisms of respiration are closely related to the 
structure and function of the whole thorax, it is to be 
expected that structural changes will alter respiratory 
function. 


Differential diagnosis 


Since coughing is usually associated with abnormal 
respiratory conditions, it is a logical basis for differen- 
tiation among these conditions. 

Air pollution from dusts, smoke, and exhaust 
fumes, along with increased use of tobacco and repeat- 
ed attacks of respiratory infections, all exert harmful 
effects on lungs and bronchi and lead to chronic cough. 
Cardiac disease may result in chronic congestion of the 
lungs, with organic alterations in the bronchi, alveoli, 
and pulmonary vessels. Chronic infection and irritation 
of the bronchi change the ciliated epithelium to a strati- 
fied squamous type, thus removing the ciliary mech- 
anism of elimination. Differences in the type of cough 
in these various conditions help in establishing a diag- 
nosis. A dry unproductive cough is usually caused by 
mechanical irritation by smoke or dust; a chronic dry 
cough is frequently associated with bronchogenic carci- 
noma, fibroid tuberculosis, aneurysm, or mediastinal 
tumor. A loud, barking cough usually indicates laryn- 
geal involvement, and if it is accompanied by hoarse- 
ness it should suggest laryngoscopic examination for 
tuberculosis or cancer. An unproductive cough asso- 
ciated with pain in one side of the chest is character- 
istic of fibrinous pleuritis. 

When the cough is productive of sputum, careful 
examination of this material can offer important diag- 
nostic clues. Usually the specimen should be collected 
over a 24-hour period. The sputum of a patient with 
chronic cough should be examined frequently for tu- 
bercle bacilli, and occasionally for fungi. Bacteriologic 
cultures often reveal other pathogenic organisms as 
well. Tumor cells appear in bronchial washings or 
sputum in a majority of cases of bronchogenic carci- 
noma. 

Evaluation of the quantity and appearance of spu- 
tum is important also. For example, a mucoid sputum 
which floats in water is produced by inflammation of 
mucous membranes, but purulent conglomerate sputum 
indicates a suppurative process such as that associated 
with tuberculosis. Large amounts of purulent sputum 
occur in cases of lung abscess or rupture of an empy- 
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While the old have fewer 


complaints than the young, 
those chronic diseases 
that do befall them generally 


never leave them 


ema or liver abscess into a bronchus. The cough that 
occurs in pneumonia produces a viscous sputum that 
may be rust-colored. A morning cough that produces a 
large quantity of sputum which settles in several layers 
should suggest bronchiectasis. Although sputum con- 
taining blood clots or streaks is often associated with 
tuberculosis, this sign in a man above the age of 40 is 
more likely to represent lung cancer. Sputum from a 
gangrenous lung contains pus that has a characteristic 
odor. 


Respiratory diseases 


Coryza.—The. “common cold” is as common an 
annoyance in old age as in younger groups. The risk 
of secondary infection, however, is probably greater in 
the elderly patient, so the prevention or control of com- 
plications assumes greater importance. Since there is 
no specific drug that is effective against the virus of 
the common cold, treatment consists of supportive 
measures and relief of symptoms. 

The onset of a cold is usually abrupt; the first 
symptom may be dryness and soreness of the throat. 
Nasal congestion develops within a few hours, accom- 
panied by sneezing and a thin, watery nasal discharge. 
The symptoms usually are fully developed by the end 
of 48 hours. The mucous membranes of the upper re- 
spiratory tract are congested; there is some coughing 
and an abundant nasal discharge, with excessive secre- 
tion of thick mucopurulent material. The eyes, voice, 
and senses of smell and taste are all affected. In addi- 
tion to the local symptoms there may be general malaise, 
with vague aches and pains throughout the body. There 
is usually no fever in the uncomplicated case. The 
course of the illness varies, but although it may subside 
very rapidly, it is more likely that the coughing and 
nasal discharge will continue for several days. 

Chronic bronchitis——This is a long-term disease 
marked by inflammatory, fibrotic, and atrophic changes 
in both the epithelium and deeper-lying structures of 
the tracheobronchial tree. Chronic bronchitis is usually 
secondary to some prolonged condition, either infec- 
tious or mechanical, that interferes with the normal 
function of the bronchial tubes. Therefore it is one of 
the most common ailments of elderly people. Since the 
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disease may exhibit a wide variety of serious symp. 
toms, differential diagnosis is especially important. 

The chief symptoms of the disease are cough, ex- 
pectoration, dyspnea, and sometimes ¢yanosis, all of 
which may last continuously or recur in frequent at- 
tacks. The cough is usually worse in winter. The con- 
dition is often associated with bronchiectasis, emphy- 
sema, and chronic asthma. Bronchial elimination js 
impaired by destructive changes in the ciliary mech- 
anism. Moist rales are heard throughout the lungs but 
are most numerous at the bases, and may be described 
as sonorous, sibilant, or bubbling. The sputum should 
be examined for tubercle bacilli, fungi, and tumor cells, 
and an x-ray examination of the chest is essential, to 
determine whether there is bronchogenic carcinoma, 
bronchiectasis, tuberculosis, Hodgkin’s disease, or pos- 
sibly an unsuspected aortic aneurysm. The sinuses 
should always be examined for signs of infection, and 
the possibility of the insidious development of pneu- 
monia must be kept in mind. In elderly patients, this 
complication frequently appears with little or no warn- 
ing. 

As in many chronic conditions, the prognosis in 
chronic bronchitis is quite indeterminate. The signs and 
symptoms may remain unchanged for years; on the 
other hand, if there are numerous episodes of acute 
respiratory infection, the patient’s condition may grow 
steadily worse. Serious physical disability usually rep- 
resents the effects of pulmonary or cardiac complica- 
tions. In general, the treatment of chronic bronchitis 
rests on the necessity for the patient to avoid sudden 
exposure and repeated infections. Supportive treat- 
ment should include a dietary regimen designed to build 
or maintain the patient’s resistance to infection ; supple- 
mental vitamins and minerals are important. Antitussive 
drugs containing expectorants give some symptomatic 
relief. If purulent secretions are present, broad-spec- 
trum antibiotics should be administered. 

Bronchiectasis.—Repeated attacks of violent cough- 
ing weaken the bronchial walls, causing dilatations 
which in time form sacs or pouches that act as reser- 
voirs for mucopurulent material. This condition, bron- 
chiectasis, may result from chronic bronchitis, sinusitis, 
or any disease inducing a chronic cough, and therefore 
constitutes a serious threat to the elderly patient. De- 
terioration of the affected bronchi leads to atelectasis 
in adjacent portions of the lung, usually the lower 
lobes, with resultant pneumonitis. 

Chronic productive cough is usually the chief 
symptom of bronchiectasis. The sputum may be pro- 
duced in large quantities, particularly in the early 
morning, and it is often marked by offensive odor. 
Both the quantity of sputum and the frequency of the 
cough may be affected by changes in posture. Hemopty- 
sis is frequently noted. If there is pain in the chest it 
is usually the result of pleurisy or empyema associated 
with pneumonia, which often complicates the course of 
bronchiectasis. The general symptoms depend largely 
on the extent and duration of the chronic involvement 
of lungs and bronchi. Clubbing of the fingers and toes 
appears in many cases. Lung abscess may develop if 
appropriate preventive measures are not carried out in 
the early stages of bronchiectasis; lung drainage and 
the administration of antibiotics are the usual proce- 
dures. Diagnosis of bronchiectasis rests on the results 
of chest x-ray and bronchographic studies, along with 
careful evaluation of the patient’s history and physical 
examination. Until recently, the prognosis in this dis- 
ease assumed an average life expectancy of about 10 
years. Improved methods of treatment, however, have 
brought encouraging results. 
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The medical management of bronchiectasis is not 
curative, but is aimed at maintaining the patient’s gen- 
eral health and comfort, and preventing the secondary 
infections that might lead to serious complications. 
Medical treatment is also important in preparing the 

tient for lobectomy, when this seems to be required. 

Postural drainage is the most important treatment 
procedure. For most patients the procedure best suited 
for accomplishing this is to bend the upper part of the 
body downward from the hips over the side of the bed 
or a high chair. In this position, deep breathing and 
forced coughing will stimulate secretion. In some cases 
the bronchi may be blocked by accumulated material 
and by edema of the mucous membranes, so that 
bronchoscopic drainage must be carried out before 

stural drainage can be instituted. Antibiotics consti- 
tute the chief drug agents in bronchiectasis, penicillin 
being usually the most effective; streptomycin or one 
of the broad-spectrum antibiotics may be added to the 
regimen as necessary. Aerosol forms may be found 
highly useful in supplementing antibiotic administra- 
tion by the oral or subcutaneous route. Unless the 
cough causes pain or exhaustion, it should probably not 
be suppressed, and for this reason cough mixtures are 
generally not used in the treatment of bronchiectasis. 

As a rule, exacerbations and secondary infections 
in bronchiectasis may be prevented by conservative 
measures including daily postural drainage, protection 
against exposure to respiratory infections, and attention 
to optimum nutrition and adequate rest. 


Pulmonary tuberculosis.—A generation ago, tuber- 
culosis was considered a disease acquired only early in 
life. With improvement in general hygiene and the 
control of infection, young people no longer contract 
the disease so readily. On the other hand, with in- 
creased longevity has come the discovery that aged 
persons are quite susceptible to tuberculosis, and the 
mortality rate in this group is high. The incidence of 
communicable pulmonary tuberculosis in persons over 
50 is said to be higher than in any other group. In par- 
ticular, it is important that every elderly patient with 
diabetes be examined for tuberculosis, which is now 
recognized as a frequent complication. 

In the elderly patient, tuberculosis is usually a 
chronic, slowly progressive disease, showing few of the 
usual physical signs and clinical symptoms. Usually the 
patient has for many years had a chronic cough with 
some expectoration, but has continued to carry on his 
usual activities, thus exposing many others to the infec- 
tion. His history may show that simple respiratory in- 
fections ran a prolonged course and left the chronic 
cough unchanged. His condition may well have been 
diagnosed as chronic bronchitis, since the usual stetho- 
scope examination would not be likely to reveal a cav- 
ity; abnormal chest sounds would be masked by 
emphysema. Such subclinical tuberculosis can hardly 
be diagnosed without x-ray studies, the tuberculin test, 
and the all-important examination of sputum. 

A productive cough is the most important symptom 
of tuberculosis in the aged. Hemoptysis may be an 
early manifestation; in patients past 50 this condition 
is most frequently caused either by pulmonary tubercu- 
losis or bronchogenic carcinoma. Reactions that are 
characteristic at an earlier age, such as night sweats 
and fever, rarely appear in the elderly patient. Some 
patients complain of chronic fatigue and of dyspnea 
on exertion, but in general the symptoms are more 
likely to suggest emphysema, chronic bronchitis, or 
cardiac disease, than pulmonary tuberculosis. In many 
cases the physical examination offers little diagnostic 


aid. Structural changes in the thorax, and spinal de- 
formities such as kyphosis and scoliosis, tend to ob- 
scure the findings and alter chest sounds so that inter- 
pretation is difficult. It is apparent, therefore, that 
roentgenographic examination is indispensable in mak- 
ing an accurate diagnosis. X-ray films give exact in- 
formation about the site and extent of cavitation and 
fibrosis, as welt as the character of the lesion. 


In most cases of chronic tuberculosis the prognosis 
is good if the patient will recognize the limits of his 
endurance. Many patients with advanced disease live 
fairly comfortably and are able to enjoy life. When 
deaths occurs, it is usually not the result of the tuber- 
culosis but rather of a weakened heart, kidney disease, 
or some other condition. 

Although collapse therapy is not suitable for all 
aged patients, it is often used quite successfully and 
should be seriously considered if the patient’s condition 
warrants. Both phrenic interruption and artificial pneu- 
mothorax are easily tolerated. If collapse therapy is 
inadvisable, however, the physician must adapt the 
usual routine care to his patient’s needs. For most el- 
derly patients, removal to a sanatorium is traumatic 
enough in itself to offset the possible benefits of insti- 
tutional care. Therefore a program of home treatment 
must be instituted, with emphasis on acquainting the 
patient with the various risks involved for himself and 
for those associated with him. Care must be taken at 
all times to avoid the spread of infection. General sup- 
portive measures are indicated, as in any chronic dis- 
ease. Either streptomycin or isoniazid may be found 
effective for specific treatment. The mechanism of ac- 
tion of these drugs is complex, but the main component 
appears to be a bacteriostatic effect on the tubercle 
bacilli. Susceptible organisms are prevented from repro- 
ducing so long as they are exposed to effective quanti- 
ties of the drugs. So far as is known, neither anti- 
biotic nor chemotherapeutic agents directly stimulate 
the healing process, but by checking the infectious 
process allow natural recuperative mechanisms to op- 
erate. The patient’s condition usually improves prompt- 
ly, and in a predictable and sustained fashion. 


In nna cases of chronic 
tuberculosis the prognosis is 
good if the patient will 
recognize the limits 


of his endurance 
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command a method of treatment that is of 


Bronchogenic carcinoma.—tIn recent years there 
has been a sharp increase in the incidence of primary 
lung cancer, and it is estimated that 15 per cent of all 
carcinomas in men are primary in the lungs. Broncho- 
genic carcinoma is today one of the most important 
pulmonary diseases in people over 40 years of age. 


The osteopathic physician has at his 


special importance to elderly patients 


Although the essential cause is unknown, it is thought 
that various types of chronic irritation contribute to the 
development of neoplasm in the lung. Also it is pos- 
sible that different types of primary pulmonary neo- 
plasms may have varied and multiple causes. Most 
primary cancers of the lungs arise in the bronchial 
epithelium and a few in the mucosal glands. Among 
men with squamous carcinoma of the lungs, a history 
of heavy cigarette-smoking is now considered signifi- 
cant. 

The symptoms of bronchogenic carcinoma depend 
somewhat on the site of the neoplasm in relation to the 
bronchial tree. A lesion involving a small bronchus in 
the periphery of a lung may cause no symptoms for a 
considerable period. Small lesions in a main bronchus 
may cause a cough that is not productive of sputum. 
Such asymptomatic cases may reach an advanced stage 
before the pathologic changes are detected and diag- 
nosed. 

The most common symptoins of cancer of the lung 
are cough, pain, dyspnea, and hemoptysis. Since cig- 
arette smokers often have a chronic cough for years 
before the neoplasm develops, the significance of this 
symptom may not be appreciated. Typically the cough 
is dry at first, and later productive of blood-streaked 
mucoid sputum. The patient may complain of bron- 
chitis or of frequent colds of long duration. In some 
cases the onset of cough is sudden, and the findings are 
those of pneumonia. The cough fails to respond to 
treatment or rest; later its character changes as increas- 
ing metastasis induces asthmatic wheezing. 

A mistaken diagnosis of tuberculosis may be made 
on the basis of bloody sputum, and it is well to remem- 
ber that today hemoptysis in a man above 40 is more 
likely to be due to carcinoma than to tuberculosis. Se- 
vere hemoptysis may result from erosion of the malig- 
nant lesion into a large vessel, and may cause sudden 
death. Usually, however, the sputum gradually becomes 
more blood-streaked. Fragments of tumor tissue may 
appear in the sputum. Tumor cells are found in smears 
stained by the Papanicolaou method in about 60 per 
cent of the cases; this. test is a most valuable early aid 
to diagnosis. 

Pain associated with bronchogenic carcinoma is 
more severe and continuous than that found in any 
other thoracic disease. It usually arises from involve- 
ment of the pleura, the intercostal nerves, brachial 
plexus, or bony structures. Metastasis to the brain is 
fairly common, and may occur in the liver and the 
bone structure as well. 
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Dyspnea may occur at any time during the course 
of the disease. There are various conditions that may 
lead to dyspnea, including stenosis of a bronchus or 
compression of the trachea by enlarged lymph nodes, 
pleural effusion with pulmonary atelectasis, pressure on 
pulmonary vessels, or an acute pneumonic episode in 
the area of the neoplastic growth. 

The other symptoms of bronchogenic carcinoma 
are those associated with any chronic, debilitating dis- 
ease, such as loss of weight and of strength, anorexia, 
secondary anemia, and changes accompanying a meta- 
static process. 

By far the most important step in the diagnosis of 
lung cancer is roentgenographic examination of the 
chest. Since many tumors are far advanced before they 
are detected, routine physical examinations including 
chest x-rays should be carried out in elderly people 
every 6 months. Special radiographic technics such as 
tomography are useful in evaluating small tumors in 
the hilar area or those obscured by the cardiac shadow. 
Bronchoscopic examination will disclose all but the 
extreme peripheral tumors. 

It should be kept in mind that metastases to the 
lungs are less likely to produce symptoms than lesions 
primary in the lungs. Since the lungs are a frequent 
site of metastasis from primary tumors in other areas 
of the body, the differentiation between a primary and 
a metastatic lesion becomes most important. If the neo- 
plasm in a bronchus is a solitary lesion it is most likely 
to be primary, but when multiple nodules are present 
the process is likely to be metastatic. A solitary lesion 
in the lung field may be either primary or secondary. 
If the history is negative and physical and roentgeno- 
graphic examination fail to detect a lesion elsewhere in 
the body, the lesion may be considered primary. 

Surgical excision of the lobe containing the tumor, 
making sure that the regional lymphatics are included, 
is the treatment of choice if the lesion is detected early 
and if distant metastasis or other evidence of inop- 
erability cannot be demonstrated. In elderly patients 
who have had pulmonary emphysema for some time 
before the cancer, partial lobectomy may be the proce- 
dure of choice. 

Radiation treatment is often used for palliation in 
those cases that for various reasons are considered in- 
operable. Sometimes it is advisable to use intensive 
radiation with a view toward a possible cure. Nitrogen 
mustard may cause temporary regression of some le- 
sions, and antibiotic agents alleviate the distressing 
effects of secondary infection and suppuration. The 
type and amount of sedation are adjusted to the indi- 
vidual patient, and supportive measures should be used 
to keep him as comfortable as possible. 


Chronic bronchial asthma.—As one grows older, 
the complications of asthma become more frequent and 
clinical relief is less likely. The diagnosis of bronchial 
asthma is relatively easy. The chief findings are: a 
family history positive for allergy, the patient’s history 
of other allergic manifestations, onset of asthma at an 
early age, recurrent paroxysms of dyspnea and wheez- 
ing with completely symptom-free intervals, frequent 
nocturnal attacks, orthopnea, wheezing expiration and 
dry rales, and Curschmann’s spirals, Charcot-Leyden 
crystals, and eosinophilia in the sputum. Skin tests for 
allergic reactions are positive, and usually the patient 
obtains relief with epinephrine. Complications are fre- 
quent in the patient more than 50 years old.. Emphy- 
sema is almost always present, and seriously interferes 
with pulmonary function, since the alveolar walls may 
stretch and rupture. Older patients are highly sus- 
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ceptible to infections ; bronchitis, sinusitis, and pneumo- 
nitis occur frequently and tend to increase the severity 
and duration of the asthma. Bronchiectasis is not in- 
frequent in bronchial asthma. Newer methods of treat- 
ment, especially those involving the steroid hormones, 
have helped materially in making the patient more 
comfortable. 

Other abnormal conditions—Fibrosis is one of 
the most common abnormalities found in the lungs of 
ons over 50 years of age. Over 500 cu. cm. of air 
are inhaled about 25,000 times a day. Various dust 
particles, fumes, and bacteria are always present in the 
inspired air. Of these, silicon dioxide is one of the 
most important, leading to the chronic jung disease 
known as silicosis. It is characterized by the formation 
of miliary nodes and generalized fibrosis of the lungs. 
The x-ray findings are usually characteristic. The di- 
agnosis is based on a history of exposure to dust, 
cough, dyspnea, reduced chest expansion, emphysema, 
and the x-ray findings. Treatment is purely sympto- 
matic, directed toward making the patient comfortable. 

“mphysema of the lungs is a common finding in 
elderly persons, especially those with a history of asth- 
ma, chronic bronchitis, and cough. The dilatation and 
coalescence of the alveoli are the result of pressure 
from coughing, degenerative changes in the elastic tis- 
sues, and narrowing or occlusion of the smaller bronchi 
by exudate. The diagnosis of advanced emphysema in 
the elderly patient is easily made on the basis of the 
shape of the chest, expiratory dyspnea, and the pa- 
tient’s distressed and cyanotic appearance. 

_ Passive congestion is an important disease entity 
in the aged, and one of the major causes of chronic 
cough. The condition results from decompensation or 
failure of the left ventricle. The symptoms are dyspnea 
on exertion, orthopnea, cyanosis, and cough; there may 
or may not be expectoration. The sputum may be 
rusty or contain brown pigment with “heart failure 
cells.” The cough and dyspnea are worse at night and 
may develop into an asthmatic wheeze. Examination of 
the chest reveals rales at the bases, impaired resonance, 
often with pleural effusion, and the x-ray films show 
increase of lung markings and hilar shadows with small 
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> The success of any health operation depends in large 
measure upon the first impression it registers with the 
patient and his family on their initial contact with its 
employees. These first impressions set the pattern for fu- 
ture interpretations; they determine the lasting concepts 
of the operation formed by individual patients and the 
public generally. Hospitals and clinics take on personali- 
ties that are just as distinctive as those of any physician, 
nurse, or other staff member. The hospital personality, 
however, is the product of all of the personal traits of 
those who make up its human element. 

Patients and visitors—adult or child, literate or un- 
lettered, of the dominant culture or of a minority group 
—inevitably sense the underlying attitudes and motives 
which give the hospital its personality. This conscious- 
ness does not require that they understand the profes- 
sional terms, techniques, and procedures used in their be- 
half—or even that they understand simple English. But 
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Guidelines 


effusions in the costophrenic angles. There is usually 
evidence of heart disease, such as hypertension with 
cardiac enlargement, valvular disease, or coronary in- 
sufficiency. Treatment should be directed toward im- 
proving the cardiac status of the patient by the usual 
methods. 

Pneumonia in the aged is not remarkably different 
from pneumonia encountered in other age groups. Lo- 
bar pneumonia has become quite rare; the bacterial 
pneumonias are predominant, while the viral types ap- 
pear to be increasing in incidence. The classification, 
symptomatology, and treatment of the pneumonias have 
changed greatly during the past decade. 

The osteopathic physician has at his command a 
method of treatment that is of special importance to 
elderly patients. Osteopathic manipulative treatment 
can do much to alleviate the symptoms and discomfort 
of the pulmonary conditions peculiar to the older age 
group. Gentle relaxing soft-tissue technics, rib-raising, 
and corrective measures where feasible will materially 
aid in the recovery of the patient and add much to his 
general well-being and comfort. 

With increased life expectancy through the con- 
quest of many infectious diseases, we must turn our 
attention more and more toward the prevention and 
cure of those diseases which affect the aged. Early 
diagnosis offers the best prospect of cure of disease at 
any age. 

Reid Hospital and Clinic 
17th and Central Ave. 
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they feel and respond to a general spirit of warmth and 
sympathy, of understanding and support, when this is of- 
fered as the foundation of assistance. 

A physician always will need assistance in the per- 
formance of his duties; around these duties all of the 
other activities of the hospital, clinic, office, or field pro- 
gram revolve to lend support. The physician must realize 
that his success does not depend entirely upon his own 
actions and ability. His success also depends in part upon 
the actions and abilities of others, and upon impressions 
made on the patient by these other individuals. The phy- 
sician must never forget that he alone is responsible for 
the end result. Consequently, it is of the greatest impor- 
tance that he be the true leader of the health team and 
that he accept responsibility for the personality of the 
health operation in the eyes of his patient, the patient’s 
family, and the community.—James R. Shaw, M.D., Pub- 
lic Health Reports, October 1958. 
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An evaluation of HYP OTHERMIA 
SURGERY 


SOL GOLDBERG, D.O. 


Hollywood, California 


I HE ADVANTAGEOUS USE of hypothermic 
technics in heretofore impractical surgical procedures, 
such as the repair of cardiac lesions, suggests that such 
methods may be applicable in plastic surgery. Although 
the medical literature apparently contains no material 
on the use of hypothermia with local anesthesia, there 
is a great deal of material on its use with general anes- 
thesia. The literature gave every evidence of the value 
of the technic, and on this basis I performed a series 
of over 200 plastic operations on the face under local 
anesthesia with hypothermia. 

The published reports on generalized hypothermia 
indicate that with its use there is a reduction in the 
metabolic rate and oxygen requirement of tissue,’ and 
inhibition of bacterial growth. Generalized hypo- 
thermia should also be a useful prophylactic measure 
in surgery because it prevents or delays cellular dis- 
integration. Among the tissues which survive the dele- 
terious effects of a reduced temperature, skin ranks 
highest.? In those cases in which the temperature has 
been lowered too much, the severe constriction of ves- 
sels leads to occlusion by the tightly packed mass of 
cells in the narrowed vessels. Actual cell damage prob- 
ably occurs because of the removal of water, with a 
resulting increase in electrolyte concentration.? Al- 
though muscle necrosis has been observed with ex- 
perimental freezing, the overlying skin remained viable, 
and it can be reasoned that localized hypothermia, 
which certainly does not lower the temperature to the 
freezing level, will produce no pathologic changes in 
the cells of the skin, subcutaneous tissues, blood ves- 
sels, or muscles. 


In connection with extensive hypothermia in gen- 
eral surgery, the literature gives evidence of occasional 
complications: ventricular fibrillation, cardiac dilata- 
tion, shock, neurologic damage, hypercholemia, local 
necrosis,’ and secondary hemorrhage.’ Postoperative 
bleeding after severe hypothermia results from two 
basic causes: First, a wound closed during the period 
of hypotension associated with cooling can bleed when 
body warmth restores normal blood pressure. Second, 
cooling can interfere with the clotting mechanism, for 
example by reducing the platelet count. To date, none 
of these complications have arisen in any cases in the 
series reported here. However, a greater number of 
cases must be studied before a complete appraisal can 
be made of hypothermia as an adjunct to local anes- 
thesia. 

The literature gives evidence that generalized hy- 
pothermia profoundly affects young children. Since 
children normally display a deficiency in their heat 
regulating mechanism, even localized hypothermia is 
to be used with some caution. Shivering, by raising 
the body temperature, increases the need for oxygen, 
so when shivering is observed during or soon after 
surgery, oxygen should be administered. Another con- 
tributing factor is the smaller extent of body insulation 
in children. 

In operations on highly vascular areas of the body 
such as the face, hypothermia reduces bleeding to a 
minimum, thus insuring a clearer operative field. Hypo- 
thermia can in many instances be achieved by applying 
an ice bag wrapped in a.sterile towel, clipped directly 
to the sterile drape approximately over the main ar- 


Fig. |. Before operation. Figs. 2 and 3. Interim pictures, following operation without hypothermia. Fig. 4, Result of operation. 
Fig. | Fig. 2 
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Fig. 3 Fig. 4 
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Fig. 5 Fig. 6 


terial supply of the region. Since the amount of blood 
entering the area is reduced by vasoconstriction, bleed- 
ing is minimal. 

In the series of cases reported here, the patients 
accepted the ice bag as routine procedure. It was noted 
that the anesthetic effect of chilling made the patients 
considerably more comfortable, and less sensitive to 
the injection and infiltration of the tissues. It was 
found that about one-third less volume of anesthetic 
had to be used for each operation, and the effect was 
more prolonged. Ecchymosis was notably diminished 
or entirely absent postoperatively, as was the edema 
that usually occurs. (See Figures.) From an economic 
standpoint, the patients were able to return to their 
routine occupations much sooner, and the nursing care 
needed was considerably decreased. 

It has not been necessary, in any of the more 
than 200 cases operated on, to apply either ice bags 
or hot packs after the operation. 

Local hypothermia should prove useful in any 
minor surgical procedure, and the simplicity of its 
technic warrants its trial. The application of the ice 
bag about 20 minutes before the operation usually pro- 
duces the desired results. The ice bag may be left in 
place during the operation provided it does not in- 
fringe on the surgical field. In the series studied, it 
was possible to maintain hypothermia during the entire 
surgical procedure. 


Conclusion 


In a series of over 200 consecutive plastic opera- 
tions on the face, hypothermia was used in conjunction 
with local anesthesia with no harmful effects. The 
lowered temperature induced an analgesic effect by 
interfering with the conduction of sensory nerve im- 
pulses. This permitted the use of smaller doses of 
anesthetic to attain the same degree of anesthesia as 
with the prescribed larger doses. Smaller amounts, in 
addition, reduced toxic side effects that commonly 
plague the surgeon. The body also had less of a 
physiologic problem in detoxifying or eliminating these 
substances. No pathologic changes in the skin or 
deeper structures were noted. Healing progressed at 
a faster rate because bleeding and edema were kept 
minimal. Noteworthy was the fact that no ice bags or 
heat packs were necessary postoperatively. 

Hypothermia should prove valuable as an adjunct 
in all surgical procedures in which local anesthesia is 
employed. 


Fig. 5. Before operation. Figs. 6 and 7. Interim pictures, following operation with use of hypothermia. Fig. 8. Result of operation. 


Fig. 7 Fig. 8 


Addendum 


After completion of this article, the author had 
occasion to perform an operation on a patient’s upper 
lip, to remove a foreign body. The procedure entailed 
wide dissection with much probing, but the entire blood 
loss was less than 4 cc. as a result of, the local hypo- 
thermia applied in the form of two ice bags, one over 
each facial artery. It should be noted that this oper- 
ation was performed under a general anesthetic with- 
out benefit of the vasoconstricting effect of a local 
anesthetic agent. The postoperative result was excel- 
lent, with only minimal edema and no ecchymosis. 

It should be emphasized that a clear operative field 
was imperative in this operation, and had it not been 
for the hypothermia, the highly vascular nature of the | 
lip would have presented difficulties during the surgi- 


cal procedure. 
6546 Hollywood Bivd. 
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Public health 


> Public health needs to be increasingly con- 
cerned both in research and in teaching with a 
comprehensive ecologic approach to problems of 
disease and of health if we are to be successful in 
understanding better the degenerative diseases and 
mental illnesses. The clinician must expand his 
horizon to include the role of the family and the 
community in relation to the disease problem at 
hand. By the same token, the public health scien- 
tist must not be content solely with statistical solu- 
tions and epidemiological inferences in his analysis 
of these knotty problems.—Thomas Parran, M.D., 
Public Health Reports, October 1958. 
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ANTIDEPRESSANT ana 


AN ALGESIC treatment in 
OSTEOARTHRITIS 


JOHN J. McHENRY, D.O. 
Associate Professor of Rheumatology 

Philadelphia College of Osteopathy 
hiladelphia, Pennsylvania 


S EVERE AND INCAPACITATING pain often leads 
to apprehension, anxiety, and depression. Since these 
emotions tend to lower the pain threshold, it is neces- 
sary to ameliorate them before adequate analgesia can 
be effected. Unfortunately, analgesic drugs such as the 
salicylates do not directly affect emotional states. Nar- 
cotics, although useful in dulling awareness of pain, 
may expose patients to the risk of addiction. In certain 
diseases such as rheumatoid and arthritic conditions, 
the steroid hormones relieve pain by reducing inflam- 
mation, but since these drugs often produce serious side 
effects, their usefulness is limited.” 

One approach to the problem of controlling pain 
and the emotional states associated with it is to com- 
bine salicylates with drugs that affect mental and emo- 
tional factors. One such compound, Daprisal,* supplied 
in tablet form, includes aspirin (2% grains), phenacetin 
(2% grains), dextro-amphetamine sulfate (5 mg.), and 
amobarbital (™% grain). Because this preparation has 
been reported effective in inducing analgesia, allaying 
anxiety and depression, and overcoming fatigue in pa- 
tients with arthritis, arthralgia, neuralgia, and neuritis,® 
it seemed worth while to evaluate its effects in a series 


of patients suffering from a variety of rheumatic con- 
ditions. 


Method and material 


For this evaluation 80 patients were selected, 45 
men and 35 women, whose ages ranged’ from 14 to 76 
years (average 48). The duration of symptoms in this 
group ranged from 1 day to 15 years; 25 ‘patients had 
had symptoms for 2 years or longer. Diagnoses (Table 
I) were made on the basis of interviews, physical ex- 
aminations, and past medical histories ; in 27 cases lab- 
oratory studies were carried out also, including x-ray, 
complete blood count, urinalysis, and determination of 
blood sugar levels and blood sedimentation rates. 

As shown in Table I, almost two thirds of the pa- 
tients were suffering from lumbosacral strains or from 
osteoarthritis. Lumbar lordosis, obesity, and sciatic 


*Supplied by Smith, Kline & French Laboratories, Philadelphia. 
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and similar disorders 


neuritis were found concomitantly in 26 patients; 2 
patients were known alcoholics. Because all the patients 
had either very severe pain for short periods or mod- 
erate or severe pain for prolonged periods, most of 
them also experienced anxiety, depression, and fatigue. 
In several patients, emotional stress had been aggravat- 
ed when analgesic therapy proved unsuccessful. Some 
of the patients had previously used salicylates for con- 
trol of pain, while others had received local heat treat- 
ments, antispasmodics, or sedatives, in addition to os- 
teopathic manipulative therapy. In many of these 
patients, however, even when pain had been reduced, 
apprehension, depression, and fatigue persisted as dis- 
tressing and complicating factors. 

Initial therapy consisted of one tablet of Daprisal 
following each meal. Later, the schedule was altered to 
that the third dose was taken late in the afternoon, to 
eliminate the insomnia that was reported by some of 
the patients. When necessary, dosages were adjusted 
to patient-response. Treatment lasted from 5 days to 
24 weeks, the average period being 4%4 weeks. Con- 
comitant therapy directed to the underlying disease in- 
cluded manipulative therapy when indicated, short 
wave diathermy, special exercises, orthopedic devices, 
local heat, x-ray therapy, and rehabilitative measures. 
Surgical treatment was required in 1 case. 

The evaluation of treatment with Daprisal was 
based on its effectiveness in relieving pain and fatigue 
and in improving mental outlook. Since there is no 
base line for measuring changes in pain or mood, the 
criteria for improvement had to vary from patient to 
patient. Thus, a patient who had been incapacitated by 
pain, fatigue, and depression, but was able to return to 
work within a day or two after the start of therapy, 
was considered to have had an excellent response. On 
the other hand, a patient who experienced moderate, 
persistent pain, but was not incapacitated, and who ob- 
tained only irregular relief with Daprisal was consid- 
ered to have had only a fair response. Side effects were 
considered in assessing the over-all results. 


Results 

Analgesia.— 

Fifty-one patients (64 per cent) reported effective 
analgesia; 21 patients (26 per cent) reported partial 
analgesia ; 8 patients (10 per cent) reported no analge- 
sia. Control of pain did not appear to be more pro- 
nounced for any particular underlying condition, or for 


Journav A.O.A. 


\ 


| 
| 
| 
an 
sif 
re’ 
ex 
in 
3 
Pp 
in 
h 
v 
ti 
a 
| | 
| 
| 
| 
= 


TABLE I—INITIAL DIAGNOSIS 


Diagnosis 
Acute lumbosacral strain 

Shronic lumbosacral strain 
Osteoarthritis 

Acute wry neck 

Arthralgia, neuralgia 

Myositis 

Rheumatoid arthritis 

Subdeltoid bursitis 

Fibrositis 

Cervicobrachial neuritis 
Dysmenorrhea, premenstrual tension 
Migraine 


Total 


S| 


any group of patients on the basis of age or sex. A 
significant number of patients were able to return to or 
remain at their work during the acute phase of their 
exacerbation. 

Of the 25 patients who had had symptoms for 2 
years or longer, 21 had required complete bed rest dur- 
ing previous exacerbations, for periods ranging from 
3 days to 3 weeks, despite treatment. With the com- 
pound used in this evaluation, 13 patients reported no 
incapacitation, 8 reported that the period of incapacity 
had been reduced about one-half, and 4 reported that, 
while analgesia and relief of emotional factors were no- 
ticeable, the pattern of incapacitation persisted. 

Mental and emotional symptoms and fatigue.— 

Seventy patients (88 per cent) obtained significant 
amelioration of symptoms of anxiety and depression ; 
10 patients (12 per cent) were not improved in this re- 
spect. Sixty patients (75 per cent) reported that they 
were less fatigued and that they were able to cope with 
their daily responsibilities more easily. 

Side effects.— 

Insomnia, reported frequently at the beginning of 
this study, persisted in only 4 patients, and was even- 
tually controlled by sedatives in 2 of them. Eight pa- 
tients reported that they felt “nervous” after taking the 
medication, and 5 complained of attacks of indigestion. 
Adjustment of dosages usually eliminated or reduced 
these side effects, which were never serious enough to 
require discontinuing the medication. 

Over-all results.— 

Fifty patients (63 per cent) had an excellent re- 
sponse to the preparation; relief of pain, mental dis- 
turbance, and fatigue was prompt, coming within a 
day or two after the start of therapy. These patients 
were better able to continue their daily activities and 
cooperate in the treatment directed at the underlying 
disease or injury. There were no side effects among 
these patients. Eighteen patients (23 per cent) had a 
satisfactory response to the preparation ; all experienced 
substantial relief of pain, emotional disturbances, and 
fatigue, but complained of side effects or of days when 
the preparation was only partially effective. Twelve pa- 
tients (14 per cent) had an unsatisfactory response to 
the preparation; relief of pain was inconsistent, and 
although the side effects were mild, they were frequent. 


Case histories 


Two case histories are presented to illustrate the 
effects of the salicylate-amphetamine-barbiturate prep- 
“ration. 

Case 1.—The patient was a housewife aged 44, 
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with 6 children (7 to 21 years of age). She gave a 
history of acute low-back pain lasting from 16 to 20 
days each month, beginning 4 to 6 days prior to men- 
struation. These periods of pain were accompanied by 
considerable apprehension and depression. Examina- 
tion disclosed a retroverted and fixed uterus. Hysterec- 
tomy was advised, but the operation was delayed for 8 
months. During the first half of this 8-month period, 
the patient’s symptoms remained unaffected by manip- 
ulative therapy and:various analgesics and tranquilizers. 
During the four months immediately before the opera- 
tion, however, the administration of Daprisal resulted 
in virtually complete relief of pain, and considerable 
lessening of apprehension and depression. 

Case 2.—The patient, a 50-year-old housewife, had 
had rheumatoid arthritis for 15 years, with involvement 
of all peripheral joints, and was able to move around 
only with difficulty. Steroid therapy was largely unsuc- 
cessful in relieving her pain, even in large doses or in 
combination with analgesics. Disturbing side effects, 
including the classic examples of hirsutism and “moon 
face,” had appeared. With Daprisal added to the regi- 
men, however, the pain was controlled to the extent 
that steroid dosages could be considerably reduced, and 
the side effects gradually disappeared. 


Comment 


Analgesia alone, of course, may indirectly result 
in favorable changes in emotional outlook, but when 
emotional factors are also treated directly, there is a 
decided gain in analgesia. In this respect, the relief of 
anxiety, depression, and fatigue, provided by the bar- 
biturate-amphetamine components of the preparation 
used in this evaluation, was an important factor in aug- 
menting analgesic relief. This was particularly evident 
in patients with protracted pain who obtained greater 
analgesic relief with the salicylate-barbiturate-ampheta- 
mine combination than they had obtained from previ- 
ously administered analgesics. It may be concluded, 
therefore, that the preparation used in this evaluation 
is extremely well suited for relief of pain, as well as of 
the anxiety, depression, and fatigue that frequently ac- 
company prolonged pain, especially that caused by in- 
juries and disorders of the spine, joints, bones, or 
muscles. 


Summary 


Eighty patients with a variety of diseases and in- 
juries of the spine, joints, bones, and muscles were 
given a preparation (Daprisal) containing aspirin, phe- 
nacetin, d-amphetamine sulfate, and amobarbital, in 
tablet form, for the relief of moderate to severe pain 
and for the amelioration of fatigue and depression. 

Fifty-one patients (64 per cent) had complete re- 
lief of pain; 21 patients (26 per cent), partial relief ; 
and 8 patients (10 per cent), no relief. Seventy patients 
(88 per cent) felt less depressed; 10 patients (12 per 
cent) experienced no alteration of mood. Sixty pa- 
tients (75 per cent) were relieved of fatigue; in 20 
patients (25 per cent) relief of fatigue was doubtful. 
On the basis of these results, it can be said that 50 pa- 
tients (63 per cent) had an excellent over-all analgesic 
response to the medication; 18 patients (23 per cent) 
had a good response; and 12 patients (14 per cent) 
had an unsatisfactory response. Slight insomnia, “ner- 
vousness,” and indigestion were reported as side effects, 
but were never severe enough to warrant discontinuing 
the medication. 
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It appears that this compound is suitable for treat- 
ment of the pain, fatigue, and depression that accom- 
pany diseases of the joints and muscles, and that it is 
superior to salicylates alone for this purpose. 


5201 Pine Street 
West Philadelphia, Pennsylvania 


A METHOD 


of anesthesia for 


CULDOSCOPY 


A. A. GOLDEN, D.O. 
Wilmington, Delaware 


= 1s the transvaginal endoscopic 
visualization of the pelvic viscera through a puncture in 
the cul-de-sac, with the patient in the knee-chest posi- 
tion. The introduction of the knee-chest position by 
Decker and Cherry’ in 1944 made the procedure of 
culdoscopy, which they also described, feasible and 
practical for the gynecologist. 

Safe anesthesia is a problem in any patient who 
is to have a diagnostic or surgical procedure ; but when 
the position of the patient is such that the patency of 
the airway might be impaired, safe anesthesia becomes 
a particular concern. One might meet the problem by 
not using any anesthesia at all, but only the most stoic 
of patients would thus submit themselves. Local anes- 
thesia is another answer, wherein the patient retains 
control of her vital reflexes. However, most patients 
who undergo this procedure have some associated 
pathologic condition as cervicitis, endocervicitis, or 
menometrorrhagia, making it desirable to perform more 
than culdoscopy during the intervention. 

A review of the available literature reveals a wide 
range of thought concerning anesthesia for culdoscopy, 
and a lack of exact detail for the various technics. 
Therefore, it is felt that a review of the available lit- 
erature and a full description of the technic as utilized 
at the Riverside Hospital would be of value to those 
anesthesiologists who may be called upon to administer 
anesthesia for this procedure. 

Buxton and Herrmann? reviewed 100 cases and 
mentioned their use of caudal anesthesia. Thomsen® 
used hexobarbital induction with a nitrous oxide-oxy- 
gen-ether sequence in his cases. Abarbanel* stressed 
performance of this procedure in the office by the use 
of short-acting analgesic and sedative agents, such as 
meperidine hydrochloride intravenously as a supple- 
ment to local anesthesia. Allen Grant® reviewed 162 
cases in which he used local anesthesia, or intravenous 
thiopental sodium combined with nasal oxygen, which 
he found to be satisfactory. Kelley and Rock® reported 
on 492 cases. Procaine infiltration was used in 26 pa- 
tients (56.1 per cent); spinal anesthesia was used in 
158 cases (32.1 per cent); in 33 cases no anesthesia 
was used; and the rest were performed under miscel- 


424 


References 


1. Hardy, J. D., Wolff, H. G., and Goodell, H.: Pain sensations ang 
reactions. Williams & Wilkins, Baltimore, 1952. 

2. Davison, S.: Recent advances in rheumatoid arthritis. New York 
State J. Med. 57:3489-3499, Nov. 1, 1957 

3. Reed, O. K.: Clinical evaluation of new analgesic. Internat. Ree, 
M. 169:120-123, March 1956, 


laneous analgesics such as epidural procaine and intra- 
venous thiopental. Josey, Thompson, and TeLinde? 
analyzed 594 of their cases of culdoscopy. In this se- 
ries, 90 per cent were performed under thiopental intra- 
venously supplemented with nitrous oxide and oxygen, 
They warn, because of the difficulty of maintaining an 
adequate airway in the knee-chest position, that patients 
who are to have this procedure should routinely have 
endotracheal intubation. This is certainly excellent ad- 
vice, but at the same time complicates the technic. Cly- 
man® uses local anesthesia with lidocaine. From 1946 
to 1949 he used low spinal anesthesia with procaine, 
40 to 50 mg. From 1949 to the present, local anesthe- 
sia with lidocaine, 1 per cent, without epinephrine, has 
been utilized. The patient is premedicated with meperi- 
dine hydrochloride, 75 to 100 mg. and promethazine, 
25 mg. intramuscularly, prior to the procedure. Frenkel, 
Greene, and Siegler® used piridocaine hydrochloride 
(lucaine) in a hypobaric spinal technic and found this 
to be superior to other spinal technics. 

A diagnostic procedure should carry with it a 
minimum of risk. Most qualified anesthesiologists, I 
am sure, would look askance at general anesthesia with 
an endotracheal tube in place for this procedure. Gen- 
eral anesthesia would then: become a major method for 
a minor gynecologic procedure. If there is present some 
pulmonary disease which makes insufficient ventilation 
a possibility, common sense would dictate that the tech- 
nic used should not further impair an already impaired 
ventilatory capacity. 

Since most patients undergoing culdoscopy have 
some associated gynecologic disorder, a single technic 
that would anesthetize all the area involved, that would 
not depress the patient’s vital reflexes, and would not 
impair the patient’s motor ability to a marked degree, 
would seem to be the ideal. 

When this procedure was first contemplated at 
Riverside Hospital, consideration for the safety and 
the welfare of the patient was of paramount impor- 
tance. After consultation with the head of the depart- 
ment of obstetrics and gynecology, it was felt that the 
demands of proper anesthesia would be: 

1. The patient should have as much voluntary 
control of her motor power as possible in order to 
maintain the knee-chest position with a minimum of 
assistance. 

2. The intestinal tract should be contracted max- 
imally in order to obtain the highest degree of visuali- 
zation through the culdoscope. 

3. The anesthesia should involve the lower tho- 
racic, lumbar, and sacral nerves to prevent completely 
any discomfort of diseased pelvic organs. 

4. The anesthetic technic must have a mortality 
rate of zero to be as safe as the diagnostic procedure. 

The above demands can be best satisfied by the 
proper subarachnoid technic. A hypobaric anesthetic 
solution seemed to be the answer to the problem. A 
hypobaric solution would allow the patient to assume 
the knee-chest position after the subarachnoid injection, 
with the expectation that the posterior roots in the 
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lower spinal canal would be affected in an expeditious 


As a side note it might be mentioned that the 


caudal approach and lumbar epidural approach were 
considered and discarded because of the relative fre- 
quency of anatomic abnormalities, the frequent possi- 
bility of failure of a bilateral spread of the anesthesia, 
the possibility of a cephalad “creeping” of the anes- 
thetic solution, and the waiting time involved for an 
epidural effect. 

To those who would mention the inherent dangers 
of the subarachnoid approach, I reply that the major 
complications are preventable, especially when the area 
involved is distal to the umbilicus. If it were felt that 
the anesthetic technic was a serious hazard and threat, 
it would certainly not be utilized. 


Anesthetic technic 


The patient is seen on preanesthetic rounds and 
the technic to be used is carefully explained, along 
with the reason for the knee-chest position. Usually 
the patient has already been prepared for the procedure 
by the gynecologist. She is told why she will not be 
asleep. The patient is thus psychologically prepared. I 
feel that this preliminary explanation is most vital, and 
is an extremely important reason why, to date, this 
procedure has not been refused by any patient. 

The night before the procedure the patient is sedat- 
ed with secobarbital, 0.1 to 0.2 gram. On the morning 
of the procedure, preanesthetic sedation is kept to a 
minimum, with the patient receiving an intramuscular 
injection, 45 minutes prior to induction of anesthesia, 
of promethazine, 50 mg., and scopolamine, 0.32 to 0.43 
mg. With the patient in the left lateral position, with 
the operating room table in a 5-degree reverse Tren- 
delenburg position, and with the skin properly pre- 
pared, a subarachnoid tap is made in the interspace 
between the third and fourth lumbar spines, using a 
special 25-gauge spinal needle containing a stilet. Pro- 
caine infiltration of the skin is not done, but that is a 
matter of individual choice. 

When a clear flow appears at the hub of the spinal 
needle, the anesthesiologist injects the following mix- 
ture which he had prepared on the spinal tray prior to 
performing the tap: 5.0 ml. distilled water, and 100.0 mg. 
10 per cent procaine solution (Novocaine) (1.0 ml.). 
No spinal fluid is withdrawn except the minute amount 
to indicate that the needle is still within the spinal 
canal, no barbotage is utilized, and the rate of injection 
is to a count of “one-and-two-and-three.” When the 
injection is completed, the patient is turned on her 
stomach for exactly 45 seconds, after which the knee- 
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chest position is assumed. She retains motor ability 
in her lower extremities, but to insure proper position, 
i long strip of 4-inch adhesive is passed from one side 
of the operating table to the other, passing over the 
sacral area, down the thighs, and ending on the metal 
underside of the table. The thighs are kept in a verti- 
cal position by another 4-inch strip of adhesive passing 
from the anterior aspect of both thighs and ending on 
the plantar surfaces of the feet. (Fig. 1) Shoulder 
rests to maintain the proper position are usually not 
used. In this position, the patient is prepared, catheter- 
ized, draped, and is then ready for the gynecologic 
procedure. Following culdoscopy, the patient is helped 
to assume the dorsal lithotomy position, and the op- 
erator is then able to perform dilatation and curettage, 
conization of the cervix, cervical biopsy, or any such 
procedure. If the patient feels abdominal discomfort 
from traction on the cervix, 25 mg. of meperidine hy- 
drochloride intravenously will obviate this complaint. 


Discussion 


With the technic mentioned above, at least an hour 
of anesthesia is obtained, with the level of analgesia 
limited to between the eighth and tenth thoracic derma- 
tomes. There is retention of motor power in most 
cases, which enables the patient to assist in the main- 
tenance of the knee-chest position. 

With the use of the 2 per cent hypobaric procaine 
solution, there is little or no possibility that the anes- 
thetic solution will advance cephalad when the knee- 
chest position is assumed. Hypotension has not as yet 
been a problem. A vasopressor is not routinely used. 
However, if the systolic pressure prior to the subarach- 
noid tap is below 110 mm. Hg., 50 mg. of ephedrine 
sulfate is administered intramuscularly prior to per- 
forming the tap. 

In the absence of muscular paralysis, the respira- 
tory variations of intrathoracic and intra-abdominal 
pressures are normal, and continue to aid venous re- 
turn in a normal manner. 


Summary 


A relatively simple, accurate, and safe method of 
anesthesia for culdoscopy and associated procedures is 
here presented. In all 52 cases in which the method 
has been used so far, the anesthesia has fulfilled all the 


criteria for a safe and certain technic. 
502 Rockwood Rd. 
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CASE REPORT 


Regression of 


adenocarcinoma 
of the uterus following 


coccidioidomycosis 


SHERMAN H. PETERSON, D.O. 
Tucson, Arizona 


P THIS CASE is reported because it involves the re- 
gression of a malignant growth following an attack of 
coccidioidomycosis. Also, there was an opportunity to 
investigate the changes because of the patient’s un- 
timely death as the result of an automobile accident. 

The patient was first seen on December 4, 1957, 
at which time she complained of vaginal bleeding of 3 
weeks’ duration accompanied by extreme discomfort 
of the bladder. Examination disclosed a uterus the 
size of a cantaloupe, firmly adherent to the adjacent 
structures. The cervix was dilated 2.5 cm. by a red 
friable mass which bled easily on slight pressure. A 
biopsy specimen was taken, and the pathologist’s re- 
port identified the tumor as adenocarcinoma of the 
endometrium, grade II. 

The patient was referred to a local tumor clinic 
for roentgenotherapy. Here the tumor was again ex- 
amined histologically with the same result, the exam- 
ining doctor reporting that the malignancy was well 
advanced. After a total of 5,000 roentgens, the bleed- 
ing seemed to be controlled. On March 4, 1958, the 
mass was apparently reduced in size by about one 
third. 

From this time on the condition of the patient 
rapidly deteriorated. Blood transfusions were resorted 
to, as well as other supportive therapy, and medication 
for pain was used in fairly large dosage. Surgery was 
considered but decided against because of the “massed” 
nature of the pelvis. The patient was given testoster- 
one and the corticosteroids, with no benefit. 

In mid-June, 1958, I was called to see the patient 
at her home. She was extremely ill, her chief problem 
being extreme pain in the left chest, worse on inspira- 
tion and seemingly aggravated by the procedure of 
eating. The presence of a metastatic lesion or a pneu- 
monic process in the left lung was considered, but 
since other evidence of acute inflammation was lack- 
ing, the opinion was that this was a metastasis and 
probably a terminal event. Hospitalization was refused 
by the patient. 

About 10 days later the patient showed signs of 
improvement and was able to come to the office. A 


426 


chest x-ray at this time showed a density measuring 
2.5 by 2.5 cm. in the mid-portion of the left lung. The 
x-ray diagnosis was pneumonic consolidation. Subse. 
quent x-ray study showed a decrease in the size of 
this density. An earlier film of the chest showed no 
such lesion. Clinically the patient was improved. Pelvic 
examination at this time showed the uterus to be 
higher in the abdomen and not as large as it had for- 
merly been, but some tenderness was evident over the 
left colon. 

On October 7, 1958, when the patient was again 
referred to the tumor clinic, the tumor was reported 
to be very small. 

On October 22, 1958, the patient was severely in- 
jured in an automobile accident. She was brought into 
the hospital in coma and died after 8 hours from shock 
and head injuries. 

Autopsy revealed intracranial bleeding, gross ab- 
dominal hemorrhage, and fractured ribs. The lateral 
aspect of the pericardium was adhered to the pleura 
by a partially calcified mass somewhat smaller than a 
golf ball, its interior semisolid and grayish white. The 
uterus was of average size and showed no sign of 
disease. The ovaries were normal in gross aspect. No 
regional lymph nodes could be seen. The lesion in the 
lung was found to be a coccidioidal granuloma, the re- 
sult of an infection very common in this area. His- 
tologic study was carried out by George E. Himes, 
D.O., who reported that there was no evidence of ma- 
lignancy in the uterus. 

Everson and Cole’ have made a study of spontane- 
ous regression of cancer, compiling 67 authenticated 
cases. The case reported here is not considered to rep- 
resent true spontaneons regression, since one cannot 
rule out the possibility that the regression may have 
been instigated by the roentgen therapy or the hormones 
or the combination of treatments. Usually, however, 
in cases of far-advanced carcinoma one expects only 
palliation or a temporary arrest in the malignant proc- 
ess. It is interesting to speculate on whether changes 
induced by the severe coccidioidal infection may have 

acted, alone or synergistically, to influence the tumor 
regression. Such an effect has not been noted by phy- 
sicians who have had occasion to treat coccidioidomy- 
cosis associated with cancer, and there are apparently 
no reports of such an incident in the literature. 

It is difficult to evaluate the factors in this case, 
but the postmortem evidence clearly shows that an ad- 
vanced neoplasm had completely disappeared within the 


space of a few weeks. 
218 East Prince Road 
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Correction 


> In the acknowledgements accompanying the article, 
“Spinal Fluid Analysis in Neurosyphilis,” by George 
T. Caleel, B.S., D.O., which was published on pages 
284-286 of the December JouRNAL, it should have been 
noted that aid in compilation of data by Raymond T. 
Hajar was made possible through a grant from the 
National Institutes of Health. 
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A perennial question 
in two styles 


III. A postscript 


This is a postscript to the two previously published 
editorials on “A Perennial Question in Two Styles.” 
In the January JOURNAL, it was asked old style, “What 
is an ‘osteopath’?” ; in February, new style, “Why are 
there two kinds of physicians and what is the difference 
between the D.O. and the M.D.?” Readers have asked 
THE JouRNAL a third question: “How can the ‘osteo- 
pathic concept’ be related to the perennial question, and 
especially to physical medicine considered as a univer- 
sal concept?” 


What is the core of the perennial question? THE 
JourNAL has said it lies in the meaning of the seed 
word, medicine. But the ultimate answer is lodged 
even deeper. It is to be found more precisely in the 
meaning of physical medicine as one of the three uni- 
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versal concepts that constitute the basis of medical 
thinking. The other two concepts deal respectively with 
the use of drugs to cure disease and with mental heal- 
ing. 

What is a concept? If this question were fully 
answered it would lead into formal logic and a discus- 
sion not pertinent to this explanation. Let us keep to a 
common-sense definition and simply say that a concept 
is a term to which a meaning has been assigned. It will 
be helpful, however, to remember that a concept always 
originates in a theory and a theory is made up of a 
body of propositions—true or false. 

That the three universal medical concepts are old 
was pointed out in last month’s JourNaL. The ancient 
Greeks, fathers of scientific medicine, were the first 
among men to think about medicine within three con- 
cepts—drug, mental, and physical healing. The gap be- 
tween Greek thinking about drugs and ours is easy to 
close. In 2,000 years their empirical drug therapy has 
evolved into the science of pharmacodynamics. The 
drug approach to healing has become the highway down 
which modern medical practice travels. 

The idea of mental healing goes back beyond the 
Greeks into primitive and archaic medicine, but even 
today it remains more an idea about healing than a 
sharply defined program. Contrary to the evolution of 
the drug approach, however, mental healing made little 
progress prior to 1890 (beginning of modern psychia- 
try). Yet the idea of mental healing is so well estab- 
lished that the public understands in a general way 
what is meant by the phrase just as it comprehends 
drug medicine. These two concepts have lived side by 
side for so long that an attempt to define them would 
confuse rather than clarify. Again, we should think of 
these concepts within their common-sense meaning. 

But who understands physical medicine as con- 
ceptual thinking, in the sense that drug and mental 
healing are understood? One has only to read medical 
literature to realize that few physicians do, be they 
M.D.’s or D.O.’s, and much less do well-informed lay- 
men. Yet physical medicine is not only a universal 
concept, it is the ground out of which osteopathy itself 
sprang. 

Osteopathic physicians have always thought con- 
ceptually about the problems of health and disease. 
They have no difficulty in understanding the age-old 
concepts of drug and mental healing. And they do not 
confuse the therapies with the broad concepts out of 
which they have evolved. They need no-description of 
drug methods and psychiatric technics. Physical medi- 
cine methods, however, needed bridging from the basic 
concept, especially since manipulation in osteopathy has 
been held a de novo therapy—with no relation to medi- 
cine generally. 

Let us be sharply concrete about physical medicine 
in a way that was not necessary for the drug and 
mental healing concepts. 

A widely accepted description of physical medicine 
defines it as a branch of the healing art based on the 
use of physical agents for diagnosis and therapy. The 
statement is accurate within its self-imposed limita- 
tions. Such a definition, however, bears no more rela- 
tion to physical medicine as conceptual medical thinking 
than does pharmacy encompass the rationale of drug 
healing. 
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Generally physical medicine carries only a stunted 
meaning. It is thought of as a limited method of ther- 
apy that employs a potpourri of gadgets. Physicians 
(M.D.’s or D.O.’s) rarely conceive physical medicine 
as an entity that cuts across practically the whole of 
medicine. There are many specialists in physical medi- 
cine, highly skilled in its technics, who see in it only 
healing agents. And how did physical medicine become 
a medical specialty before it could be fully compre- 
hended as an idea, a universal medical concept? Who 
fitted so broad a concept into so carefully labeled a 
pigeonhole? 

Without attempting to answer these questions 
(they are readily answerable), let us state two facts 
put bluntly by the late Alan Gregg: (1) for some rea- 
son American medical education appears to protect the 
medical student from the knowledge of physical medi- 
cine and (2) many doctors of medicine have an in- 
herent dislike for “laying-on of hands”! 

In spite, however, of opposition, neglect, and ig- 
norance of physical methods by the profession of 
medicine generally, the public has long sought physical 
types of therapy. This demand, plus the failure of 
nineteenth century polypharmacy, provided a ready re- 
ception for osteopathy in its early days. Today popular 
demand is the basis for a regret often expressed— 
that too few doctors of osteopathy are highly skilled 
in manipulative technics. The same demand keeps 
chiropractic alive, often in face of the inadequacy of 
those who practice that profession’s limited and doc- 
trinaire form of physical medicine. The lack of physi- 
cal methods in medicine has spawned other drugless 
groups as well as innumerable queer healers. 

Regardless of what has happened to the physical 
medicine concept—long unacknowledged by the osteo- 
pathic profession that evolved from it, limited to a 
form of gadget-therapy by one sector of the medical 
profession, made into a specialty by another sector, 
unknown to the vast majority of medical practitioners 
—it is being rated by many creative and advanced 
medical thinkers as one of the factors needed to trans- 
form modern medicine into the comprehensive medi- 
cine of tomorrow, in which the trinity of concepts that 
are the bases of man’s healing will become operative 
and integrated into a total therapy. 

How can we relate the three universal concepts, 
one to the other, that they may become a reorienting, 
vitalizing, unifying force in medicine? The same sci- 

entific and professional acceptance must be secured 
for physical healing as exists for drug and mental 
healing. The three must be on a par, and the partitions 
broken down between them that the approach to man’s 
healing will be of one piece. 

There is no reason why all the three concepts can- 
not be readily comprehended by physician and patient 
alike—these are ancient ways toward cure of illness; 
they were discovered naturally, not devised. They are 
a part of man’s ageless common sense. 

And yet the physical medicine concept has never 
been grasped and put to work by modern specifist 
medicine (excluding the surgical aspect of physical 
medicine). Physical medicine has not been used gen- 
erally in the maintenance of high level health, nor 
called upon to aid in disease prevention, control, or 
cure. Osteopathic medicine has attempted to give 
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physical medicine form as structural diagnosis and 
manipulative treatment—therein lies its role. 

The physical medicine concept translated into 
medical care emphasizes the use of physical means in 
the diagnosis and treatment of disease alongside the 
use of drugs, antibiotics, vaccines and serums, and the 
employment of mental methods—a parity of practice 
procedures. It includes the use of heat, cold, water, 
light, electricity, manipulation, massage, mechanical de- 
vices, and exercise. 

Pertinent to this description of physical medicine 
and listing of technics employed in its use is the treat- 
ment of musculoskeletal lesions by a particular agent of 
physical medicine—manipulative technics. In a recent 
symposium on physical medicine, one of the partici- 
pants, Dr. John W. Mulford, a Past President of the 
American Osteopathic Association, had this to say: 


This [discussion] is in itself simple acknowledgement that 
osteopathic manipulative therapy fundamentally is a type of 
physical medicine. In all fairness, we can claim as a profession 
to have developed manipulation to the point that it is a genuine 
agent in the treatment of sick people. . . . I believe that the 
time has come, if we wish to get ourselves understood in the 
medically scientific world, to think of musculoskeletal lesions 
and their treatment as a broad phase of physical medicine. 


Such is the framework within which THE Jour- 
NAL formulates its answer to the perennial question, 
whether asked old style or new. There is no pretense 
here that it is the answer; it is only one answer—one 
facet of the multifaceted discipline of medicine. THE 
JourNAL’s answer will serve best if it stimulates other 
answers conceived within the same framework. This 
forbids osteopathy to be severed from its roots deeply 
set in the past; it requires that the osteopathic move- 
ment be related to its living present and in terms of the 
total medical situation today. 

Despite its 60-year life, if osteopathy is seen in 
the long view and surveyed in the larger sense, its 
status even today is that of a comparatively unproved 
group. This means that in any answer to the perennial 
question we dare not appropriate to ourselves discov- 
eries for which we can establish no valid claim. 

Should we be discouraged by this simple state- 
ment of fact? No! Unknown and comparatively 
unproved groups are rarely given a place in the sun. 
Yet small as it is, the profession of osteopathy has 
come to its moment in medical history. What is hap- 
pening is a social phenomenon. What we face is a 
challenge. 

The questions, old style and new, asked and an- 
swered in the January and February JouRNALS were 
those of individuals. Implicit in the question that heads 
this month’s column is the question: What is the 
relation of the three universal medical concepts to the 
“osteopathic concept”? All these questions are now 
being asked of the osteopathic profession today by so- 
ciety itself. And they are put sharply as one: How can 
osteopathy justify its existence today? 


1. Osteopathy, as an unlimited healing art profes- 
sion, is grounded in three simple ideas of medical 
thinking—drug healing, mental healing, and healing 
through physical medicine. 

2. What has been called the “osteopathic con- 
cept” is rooted in age-old medical thinking—that of 
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hysical medicine as a universal concept of healing. 
In the light of a historical analysis, the osteopathic 
concept is meaningful if defined as a developing, ex- 
nding explanation of the profession’s ideology— 
the intellectual pattern of osteopathy, its theories and 
aims, its scientific-politico-social program, its identifi- 
cation of itself, not only for itself but for other so- 
cieties and groups. The phrase “the osteopathic con- 
cept” has become an unfortunate one, however, in that 
some within the profession have attempted to make it 
into. a.doctrine and a dogma while others outside the 
profession have cited it as evidence that osteopathy is 
4 one-concept “system” and a cultist profession. Con- 
tinued use of the phrase except within our own ranks 
where it is understood in its breadth, tends to lead to 
misunderstanding of our purposes by society. 

3. Osteopathy did not emerge from Midwestern 
medical practice of the late nineteenth century divorced 
from drug and mental healing. Rather, it rediscovered 
a long-buried and forgotten idea (that of physical 
medicine) and restored. it to the trinity of concepts 
that both medical historians and medical scientists 
hold as bases of man’s healing. 

4. Osteopathic manipulation is not the whole of 
osteopathy and it never was, in spite of the fact that 
there have been D.O’s in the past, and there are some 
today, who would make it so. Historical evidence, not 
quotations taken out of the context of time and space, 
flatly contradicts such an assumption. 

5. Osteopathic manipulative therapy is a form of 
physical medicine. It is that simple. But paradoxi- 
cally, physiologists tell us it is perplexingly complex 
in its effects upon body function. But that is a problem 
for scientists to solve. Manipulation as practiced by 
doctors of osteopathy has long been a useful agent. 

6. Osteopathy would arrogate nothing to itself. 
During its 60-year history it has struggled especially 
to put into everyday practice that one of the three 
universal concepts of healing longest neglected—physi- 
cal medicine. The practice of osteopathic medicine 
would guarantee to the human body the unity of treat- 
ment that the patient as a unity requires for healing. 

7. The physical medicine concept remains ignored 
in medical research, education, and practice. Osteop- 
athy would integrate it into every aspect of medicine. 

8. After 60 years of experience in the diagnosis 
and treatment of disease, the profession has gained 
insights about physical medicine that are not put into 
practice by the medical profession. The treatment of 
musculoskeletal lesions, empirical though it may be, 
is a distinct achievement in one of the methods of 
physical medicine, namely, manipulation. The osteo- 
pathic movement has demonstrated organizational 
strengths to support its insights. 

9. Osteopathy would maintain its status in living 
medical history by gaining adequate philanthropic sup- 
port of medical schools under its auspices, that medi- 
cine be assured a parity of conceptual approach, both 
in teaching and in practice. Osteopathy would ask for 
assistance in its efforts to pursue research on the role 
of the musculoskeletal system and the treatment of its 
lesions as fundamental in the diagnosis and treatment 
of disease. 

10. When physical medicine as conceptual medical 
thinking is infused much more into the profession of 
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medicine, osteopathy will have fulfilled its destiny. That 
day is not now discernible upon the medical horizon and 
until it arrives, the osteopathic profession is convinced 
that it has an obligation to society to remain a separate 
profession from that of medicine. 


THE JouRNAL’s answer to the perennial question 
put above in the broadest terms is a new look at an 
old problem—how to gain effective communication? 
The way suggested is to describe osteopathy as con- 
ceptual medical thinking that encompasses not only 
drug and mental, but physical medicine. Thereby it 
becomes a way-station to the comprehensive medicine 
of the future, from its realization either by the gigantic 
profession of medicine or the small profession of oste- 
opathy. THE JourNAL’s analysis is a simple one, but 
it is accurate, logical, and appealing to all men of good 
will, whether physicians or leaders in the various fields 
which make up the social body. It is osteopathy un- 
shackled. 


Impact of the specialist 


THOMAS J. MEYERS, PH.D., D.O. 
Chairman, Advisory Board of Osteopathic Specialists 
American Osteopathic Association 


Nowhere is there more tangible evidence of the 
maturing of our profession than in the development 
of the specialty program. With increasing frequency, 
osteopathic leaders in the various specialties are com- 
ing into scientific prominence. When they speak it is 
with authority which reflects not only their clinical ex- 
perience but also their research and their contributions 
to the great body of scientific knowledge. Their pub- 
lished evaluations of new discoveries are significant. 
Osteopathic institutions are attaining increasing promi- 
nence, not only through the size of their buildings 
and the quality of their physical equipment, but also 
in the authoritative stature they encompass. Osteo- 
pathic specialists pace their development and reflect 
the blueprint by which they are structured and built. 

The standards maintained in service units of the 
profession and by the team of general practitioner and 
specialist establish the level on which medical practice 
is evaluated in many communities. This is an astound- 
ing situation, for our profession has been shut off 
deliberately from the well of financial support and 
from the ranks of trained research personnel. But os- 
teopathic students have penetrated, by an unrelenting 
and aggressive insistence upon mastery of the medical 
sciences, to the very heart of the frontier of investi- 
gation. It is the specialist who has, by ingenuity and 
persistent incisiveness, spearheaded this drive, and 
then has brought home his newly won skills to serve 
the physician in practice and to pass them on to others 
of the profession, younger and of a later generation. 

The specialist has for more than 20 years been 
engaged in building a formalized higher education 
within the profession to add to the tools of general 
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practice what had previously been denied to osteo- 
pathic physicians. Now our profession can agree that 
there is no cleavage in science, that knowledge is not 
fenced off, and that truth can recognize no monopoly. 
Pettiness seems to persist in the minds of some leaders 
of science, for there still remain vestiges of bias in 
what seems to be an organized agreement to exclude 
osteopathic institutions and students from foundation 
and support funds. 

In the December issue of the /nternational Record 
of Medicine, there is a delightful account by Felix 
Marti-Ibanez of the coming of light into the lives of 
human beings. In his clear and humanistic style, the 
author paints a vivid picture of the effects upon human 
existence of something that we today take for granted, 
the artificial dispelling of darkness and the prolonga- 
tion of lighted hours. It is almost impossible for us 
to conceive of a time when even candles and torches 
were unknown, and when the setting of the sun meant 
the cessation of activity until the next dawn. 

Man in his search for the light of knowledge first 
explored the distant stars and the realms beyond them, 
and only recently has groped about, without insight, 
in the mysterious world of himself. The genius of 
Freud opened a small gap exposing a new vista. But 
even with the help his discoveries have brought, the 
individual still does not know himself. The student 
trained in this field evaluates the individual with the 
formula that Freud provided—he has light that others 
do not. The same thing applies to each area of special 

knowledge. 


Prescribing, THE PRACTICE activities of 

‘ dministering physicians, well-termed 
_ “habits,” have been under 
dispensing study for more than 3 


years by Taylor, Harkins 
and Lea, Inc., Philadel- 


CODY) 


At the vantage point in time that we enjoy today 
it is difficult for younger members of this profession 
to visualize the darkness of earlier years, but out of 
that darkness the present has emerged. The platform 
of today is built upon the work of the past and the 
gains against odds that have been made. We, as a pro- 
fession, are vigorous and strong because the resistance 
to our advance has been heavy. The specialists in our 
midst make up the advance units that have piloted us 
to where we are. To keep our gains, there is a price 
imposed: We must keep and master a competitive 
preciseness in our learning and the application of our 
skills. Overconfidence and self-satisfaction are deadly 
in that they breed carelessness and mistakes. There is 
no place for these in our scheme of things. 


Education should receive the greatest attention 
our profession can give. Where the concentration of 
effort has been on legal rights and equality before the 
law, it must shift in emphasis to background learning, 
necessary in order that we may live up to the status 
won in the legislative halls. It is the osteopathic spe- 
cialist who, by his concentration upon a limited area 
in direct competition with the medical specialist, will 
bring to the general physician in practice and to the 
student in training a mastery of science and growing 
experience in managing even the most complex human 
ills. To render medical care in terms of the standards 
of today, there is no other way; inferior practice, the 
only alternative, is unthinkable. 


The Meyers Clinic 
724 South Parkview 


firms are subsidizing the Index and thereby making 
the research program possible. THE JouRNAL has em- 
phasized previously that medical publications repre- 
sent a cooperative endeavor between the profession 
and the ethical drug firms who advertise. NDTI rep- 
resents broadening of that cooperation. 


phia, 
keting research. Their pilot study, begun locally in 
1955 within a small group of doctors of medicine, was 
found so informationally fruitful that it was broadened 
into a national project, representative of physicians 
in all types of practice, geographic regions, and urban 


specialists in medical epidemiologic and mar- 


and rural locales. At first the data gathered dealt pri- 
marily with the prescribing, administering, and dis- 
pensing habits of physicians, M.D., but included statis- 
tics on the nature, scope, and frequency of occurrence 
of different kinds of non-fatal illness (whether disease 
or injury) seen by these physicians. The survey soon 
developed into a study in morbidity, uncomplicated by 
mortality statistics, since two similar reports had in- 
cluded fatal illnesses. Thus came into being the 
National Disease and Therapeutic Index—a medical 
statistical research program on a continuing basis. 


Many of the pharmaceutical industry’s leading 
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medical profession, Taylor, Harkins and Lea made 


The reports emanating from the studies have al- 
ready proved useful in many areas, especially those 
related to preventive medicine, research, and educa- 
tion. The figures also supply facts of importance to 
physicians in practice. An example of the kind of 
scientific report that the Index provides will be found 
in its first release, “Neoplasms as Seen by Practicing 
Physicians.” Figures cited were based on 91,801 pa- 
tient visits to physicians in 1956, in which diagnoses 
of neoplasms were recorded in 2,536 cases, or 2.8-per 
cent. The mere fact that such information is made 
available acts as a check on doctors who tend to 
neglect to record diagnoses of the more insignificant 
lesions of this type. 


In 1958 the NDTI program, past its exploratory 
stages and firmly established, was extended to encom- 
pass doctors of osteopathy. ‘As i in the instance of the 
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first a pilot study. This resulted in their decision to 
set up a second research program involving the osteo- 
pathic profession, its design entirely comparable to 
that for the medical profession. 

The number of D.O.’s concerned in the initial 
study was 12,348, as selected from the profession’s 
1958 Directory. The sample was limited to the ten 
states which contain about 75 per cent of practicing 
D.0.’s. Of those who responded to the study the ma- 
jority were general practitioners; for the purposes of 
the analysis, specialists and nonspecialists were treated 
as a single group. Early last year, members of the pro- 
fession were advised of the forthcoming survey by the 
Association’s Executive Secretary, Dr. True B. Eve- 
leth. They were informed that an osteopathic resident 
in the physician’s state would act as the coordinator 
of the program for that state. Readers of this column 
who may have been among those sampled will recall 
the details of the interview. 

Among the interesting figures that came out of the 
study were those that revealed the number of patients 
seen per day, the average number of drugs used per 
day, and the average-number of drugs used per patient 
visit. Studies were made on specified locations where 
drugs were used, i.e., office, home, hospital, or other 
places. All figures were presented on a comparative 
basis between doctors of osteopathy and doctors of 
medicine. The need for a still greater number of hos- 
pitals open to osteopathic physicians was dramatically 
indicated by the fact that there is only one hospital for 
every 60 D.O.’s, in which they may treat their private 
patients, but there is one hospital for every 27 M.D.’s 
who seek to hospitalize their patients. Another interest- 
ing set of figures dealt with the 25 leading therapeutic 
classes of drugs used by osteopathic physicians. 

The initial report on the osteopathic study has been 
made available and its pertinent facts and figures com- 
piled in a brochure, “Prescribing, Administering, and 
Dispensing Habits of Osteopathic Physicians,” pub- 
lished by the American Osteopathic Association. The 
7-page presentation, which carries the identifying line 
of Taylor, Harkins and Lea, Inc., emphasizes the es- 
sential conclusion that resulted from the survey of the 
buying power of the osteopathic profession made for 
the Association more than 4 years ago by Market 
Facts, Inc., of Chicago. This is the Taylor, Harkins 
and Lea conclusion: “There is reason to believe that 
practicing D.O.’s constitute a large market (perhaps 
larger than is generally estimated) for drugs today, 
and that their importance in the over-all picture of 
pharmaceutical marketing will continue to grow.” 

The A.O.A. brochure deals mainly with the eco- 
nomic aspects of the T.H. and L. survey of the osteo- 
pathic profession, yet the report’s facts and figures are 
of significance in helping the profession to identify it- 
self, both for itself and others. A limited number of 
copies have been reserved. for osteopathic physicians, 
hospital administrators, and others in the service in the 
profession who would be interested. To obtain a copy, 
write directly to the A.O.A., attention of Mr. Walter 
A. Suberg, Business Manager. 

The profession will look forward to forthcoming 
analyses of data on morbidity, as well as the clinical 
aspects of osteopathic care. As with the medical panel, 
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the osteopathic panel cooperating in these studies is 
made up of doctors who report four times a year, giv- 
ing age, sex, diagnosis or diagnoses, and treatment 
used, for the respective patients seen during the course 
of a 48-hour period once each quarter. No names are 
involved in any of these studies. A reporting doctor is 
never identified with case records of the patient. 

Results of the National Diagnostic and Therapeu- 
tic Index program will be presented in THE JouRNAL 
as they are made available. This research program of 
Taylor, Harkins and Lea constitutes a valuable service 
to all organized medical groups. 


OSTEOPATHIC education 


Death 
di ti from its beginnings, placed 
study of anatomy, par- 
drama (ticularly in the anatomical 


laboratory, high among its 

requirements. This empha- 
sis, especially in early osteopathic education, was logi- 
cal—here was a subject that commanded a thorough 
knowledge of man’s structure. 

Professors of anatomy in osteopathic schools have 
invariably been scholarly men devoted to research and 
teaching. Invariably, too, they have had more than 
ordinary interest in the relationship that obtains be- 
tween the morphology of the human body and its 
pathologic manifestations as understood by clinical 
osteopathy. Among early books written by osteopathic 
authors, anatomical manuals were most numerous. 
Their authors, however, were careful to state that they 
had merely authored anatomic guide books for teach- 
ing purposes and that they had not departed from the 
known facts of anatomy. Dependence of these writers 
and teachers upon what they termed standard texts 
was unqualified. Professors of anatomy in osteopathic 
colleges did no armchair reasoning nor did they lay 
claim to that which they did not possess. 

When Charles C Thomas, Publisher, submitted 
for review a new monograph on a historical aspect 
of anatomy, “Human Dissection: Its Drama and 
Struggle,” by A. M. Lassek, M.D., Ph.D., the editorial 
department felt itself challenged to give the book more 
than a notice or even a full review. 

THE JouRNAL turned, therefore, to Angus Cathie, 
D.O., long-time professor of anatomy in the Phila- 
delphia College of Osteopathy, as one especially pre- 
pared to give the volume an article review. This he 
has done, drawing richly upon his own knowledge and 
experience. 

“Human Dissection” naturally, enough, will not 
have wide appeal to physicians generally, nor is this 
comment intended to create an appeal among doctors 
of osteopathy. This is a book, however, that will in- 
terest the ordinary physician who has more than ordi- 
nary interests—especially those among our readers 
who as medical students found themselves fascinated 
by human dissection, and became aware, almost with- 
out knowing it, that the human body possessed a 
structural beauty far beyond that of man’s finest archi- 
tectural achievements. To these doctors in everyday 
practice, this little volume, prefaced by Dr. Cathie’s 
own notes, would be stimulating and relaxing as well 
as informative. 


431 


\ 
| 
Dday 
of 
Le 
pel 
our 
ig 
itive 
our 
ly 
the 
ng, 
ea 
‘ill 
ds 
1€ 
‘ic 
Ps 


Ordinarily, drama is not thought of except in 
terms of the living. Yet in man’s restless search for 
knowledge about himself, drama is tied not only to the 
living, but also to the dead through a discipline that 
is usually thought of as the most undramatic of all— 
human anatomy. Yet for hundreds of years a struggle 
centered around the possibilities of the dead human 
body, that men might push back the frontier of knowl- 
edge about themselves. 

It is reported that anatomic teaching in all medi- 
cal schools has undergone dark-hour attrition. That 
need not be necessarily a matter for regrets. What is 
important is that teaching be made so vital as to make 
dissection itself an exciting adventure by students ex- 
ploring new ground! Perhaps the human cadaver is 
much too precious an object to have it wasted on the 
student without imagination. He can learn facts from 
a textbook. 


Cooperative ARE ue ONE of 1,803 os- 

teopathic physicians that 

graduate graduated within the past 

training 4 years? If you are, and 

are interested in an oppor- 

tunity to develop your 

knowledge and skills further, turn to page A-16 of this 

issue of THE JouRNAL. Read there the announcement 

of the six annual awards for full-time fellowship train- 

ing which your Association makes possible to you 

through the cooperation of Mead Johnson and Com- 
pany. 

For the fourth year the American Osteopathic As- 
sociation is privileged to make available to qualified 
members of the profession these fellowship grants. In 
1959, four are in the field of general practice, one in 
pediatrics, and one in obstetrics. Write the A.O.A. for 
further information. 

Mead Johnson and Company, in making these 
grants possible, limits itself solely to providing the 
funds—$1,000 for each full-time fellowship. 

Scholarship support to education from industry 
has become a well-recognized characteristic of Ameri- 
can life. Such support is basic to free enterprise and 
free competition. More and more, American industry 
recognizes this fact. By its action, Mead Johnson and 
Company has placed itself in the forefront among 
those who are assisting privately supported profes- 
sional schools through substantial awards to individuals 
to enable them to continue graduate training. 


Health 4S THe Journat’s readers 
of peopl pws comment Beis 
s representa- 

who work (tives will be meeting in 

Chicago (March 17-19) 

with those of the sixty- 

three other national agency members of the Na- 
tional Health Council, in attendance at the Council’s 
annual National Health Forum. Its theme, “The Health 
of People Who Work—the Challenge of Occupational 
Health,” is focusing nationwide attention on occupa- 
tional health problems and needs. Dr. Arthur S. Flem- 
ming, Secretary of the Department of Health, Educa- 
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tion, and Welfare, is one of the principal speakers— 

evidence in itself of the impact that the Forum’s de 
liberations carry among leaders in management, labor, 
community planning, and the health professions. 

The 1959 president of the National Health Coun- 
cil, Dr. Norvin C. Kiefer, chief medical director of the 
Equitable Life Assurance Society of the U.S., was one 
of the more than fifty members of the planning com- 
mittee for the Forum, selected from the many diverse 
groups that are concerned with the health of people 
who work. Thus a program is under way that will 
summarize occupational health problems as seen from 
many viewpoints. 

The 3-day conference includes twenty panel dis- 
cussions which are considering such questions as the 
following : 

How can management, labor, and the community 
work together to improve further the health of workers? 

What are the responsibilities and opportunities of 
management and labor, the official and voluntary health 
agencies, the physician, and the worker himself with 
regard to the health of workers? 

Is any substantial further improvement in occupa- 
tional health possible until more physicians, nurses, 
and other related personnel become interested in, and 
receive adequate training in, the field of occupational 
health ? 

How can the health of nonindustrial workers, such 
as farmers, be safeguarded and improved? 

What are the health implications of new types of 
industrial processes, such as automation and the use of 
nuclear energy? 

The 1959 Forum’s purpose was explained by Dr. 
Kiefer earlier in the year as a move toward fuller mo- 
bilization of the resources of the professional associa- 
tions and health agencies in aiding management and 
labor to combat health hazards and promote health. 
Council leaders felt that the Forum discussions would 
identify and stimulate action for improvement in pre- 

ventive health services for people who work. Said Dr. 
Kiefer, in making the announcement of the conference: 


With the Nation’s economy constantly reaching a higher 
level of production, the Council feels this is an opportune time 
to focus attention on the health of its manpower as a significant 
factor in future production capacity. 


During the coming year THE JOURNAL will report 
on those conclusions of the eighth National Health 
Forum having special interest for our profession. Ef- 
fort will be made in these reports to aid osteopathic 
physicians in carrying out the Forum’s plans and pro- 
grams at their respective community levels. 


For easy THE — of ig Jour- 

NAL are kind folk. More 

and faster often than not they express 

reading their appreciation of its 

worth and their sense of 

pride in its appearance as a 

modern medical publication. Too rarely are they criti- 

cal. We shall admit, however, that we are encouraged 
by recognition. 

In its 58-year history THE JouRNAL has had but 

three major changes. The September 1956 issue marked 
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the third. Since that time there has been no marked 
change but the December 1957 issue introduced a new 
section headed “A.O.A. Activities.” Planned to cover 
literally the month-to-month activities of the Associa- 
tion, its purpose is to bring awareness of the organiza- 
tional worth by which a profession advances in service 
to society, to leaven the seriousness with individual hu- 
manness, and to record material that must be published 
in all official publications—archival copy. 

More than our readers, the editors have known 
that the layout and the presentation of the Activities 
section left much to be desired. This month, after sev- 
eral months devoted to revising and planning, we have 
taken another step forward to make for easy and rapid 
reading. Readers will note many changes, but especial- 
ly a type face different from that used in the rest of 
Tue JourNAL. Next month, we shall try still an- 
other type. Then our readers will have three type styles 
as a basis for comparison, Next will come the question: 
Which of three type faces would you like to see used 
in the entire JouRNAL? In the meantime, we hope you 
like the new look of “A.O.A. Activities.” 


FOR THE FOURTH consecu- 
tive year THE JOURNAL 
presents the osteopathic 
specialty program in grad- 
uate education, as it is 
regulated and coordinated 
by the Advisory Board for Osteopathic Specialists and 
the various certifying boards. In 20 years, specialty 
education has become an essential part of osteopathic 
medicine. Its program has been built slowly and 
soundly with no compromise of the fundamental stand- 
ards that underlie specialty training. This is not to 
imply that there are no problems besetting specialty 
training and certification generally. They are many, 
and osteopathic programs have them in common with 
medical programs—in addition, there are complexi- 
ties that arise out of the osteopathic situation itself. 
These problems are incident to progress in any pro- 
fession or field as it attempts to keep abreast with the 
revolutionary changes that characterize midcentury 
medicine in America. 

The section, “Advisory Board for Osteopathic 
Specialists and Boards of Specialty Certification,” is 
a reference piece. Every doctor should keep this issue 
of THE JouRNAL within reach as a matter for his own 
information and for the education of others about 
graduate osteopathic qualifications. While the copy 
follows the same form year after year, what is pre- 
sented annually is the current revision of the specific 
regulations and requirements of the certifying boards. 

Osteopathy has twelve boards of specialty certifi- 
cation. The attention of our readers is called espe- 
cially to official definitions of respective specialties as 
found in the report. The requirements for certification 
are set down in detail and should be of interest to all 
doctors of osteopathy. Herein is established the fact 
that the public is protected in its specialized medical 
care by the profession’s guarantee that certified spe- 
cialists in osteopathic medicine are valid. 

Of one piece with the Advisory Board report is 


Medical education 
under osteopathic 
auspices 


Vow. 58, Mar. 1959 


that of the A.O.A. Office of Education of which Law- 
rence W. Mills is director. For eleven consecutive 
years the educational section has been published in the 
January issue of THE Journat. The report is widely 
recognized as the authoritative document on the pro- 
fessional education of doctors of osteopathy, just as 
the Advisory Board report is a similar document on 
graduate education leading to specialty certification. 

The educational report should also be made a 
matter for annual reading. Reprints are available and 
D.O.’s would do a service to their friends and patients 
who are interested by presenting them with a copy 
every year. Such communication would be of great 
value to osteopathy. Generally our doctors do not ap- 
preciate the degree of interest by informed laymen in 
facts about the osteopathic profession. And few know 
where to obtain such information, 

Both reports are official and authentic documents 
and are accepted as such by not only educational in- 
stitutions throughout the United States, but by govern- 
ment agencies. 

Medical education under osteopathic auspices is a 
matter about which not only organized osteopathy but 
every one of its physicians can well be proud. It is 
sustained largely through their sacrifices. 


Notes SEVENTY-SEVEN countries 
. : now have one form or an- 
in briefer other of social security or 
form welfare benefits. In 1958 


health and maternity bene- 

fits were being paid in fifty- 
nine countries. Many of the benefit plans also include 
protection against old age, invalidism, and death. The 
countries relied largely on social insurance and supple- 
mental assistance programs to provide the protection. 
A case of ectopia cordis, a rare abnormality of the 
human embryo, was reported in the November 20, 
1958, Proceedings of the Iowa Academy of Science, 
by E. V. Enzmann, Ph.D., and S. D. Miroyiannis, 
Ph.D. The authors are members of the faculty of the 
College of Osteopathic Medicine and Surgery, 722 
Sixth Avenue, Des Moines 9, Iowa. Write the authors 
directly for reprints. {Of eight hundred and forty- 
four foreign-trained physicians who took the first Med- 
ical Qualification Examination, 418 passed according 
to an announcement recently made by Dr. Dean F. 
Smiley, executive director, Educational Council for 
Foreign Medical Graduates: The Council stated that 
these physicians are certified “as possessing medical 
knowledge reasonably equivalent to that expected of 
graduates of approved American and Canadian medical 
schools. {About 121,000,000 Americans now carry 
insurance against cost of hospital and doctor bills. Two 
out of every five families with insurance used it in the 
last year to help defray medical expenses. The protec- 
tion was provided by insurance companies, Blue Cross- 
Blue Shield, and other health-care plans. {Social 


Security taxes paid by employees and employers have 
been increased to 2% per cent from 2% per cent on a 
maximum pay basis of $4,800, raised from $4,200. This 
is a provision of the new Old Age and Survivors In- 
surance law. 
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A.O.A. holds midyear meeting 
Department of Public Affairs 
Department of Public Relations 
Headquarters Activities 


A Message from the President 
of the American Osteopathic Association 


This month I would like to share with you part 
of a letter written by the wife of one osteopathic 
physician to the wife of another. It is an expres- 
sion of a woman’s pride in her husband, and a 
statement of a philosophy basic not only to the 
osteopathic profession but to the totality of medi- 
cine today. Its reference to an article of mine is 
totally immaterial. 

Thousands of words have been written and 
spoken concerning morality in medicine. Much 
has been said about keeping the development of 
the art of medicine parallel to the development 
of the science of medicine. In my opinion, no 
one has said these things more eloquently than this 
woman, speaking from her heart. Let her words, 
written to a friend, speak for her: 

“T don’t know how your family feels, but I'll 
have to admit that when I have heard doctors go 
on about the tremendous lucrative value of some 
of these diet programs, I have said, ‘You know, 
that sounds ethical and it seems attractive to 
women patients.’ My husband has said, ‘It may 
be attractive and it may make money—but it isn’t 
good for my patients.’ Well, that has put me in 
my place and has stopped my prodding. Dr. 


Northup’s article made me even more proud of 
the fact that I am married to a man who is dedi- 
cated to his patients’ welfare beyond his own 
financial gain. 

“His days are rushed, rushed, rushed. Lately 
several of his older patients in nursing homes have 
passed away. I was ray as hurried as he is 
making calls and hustling home, he might not 
mind so oor? but he still feels responsible and 
depressed when he loses them. When I said, ‘If 
you have done all you can, don’t let it bother you 
so much,’ he said, “They aren't just old people— 
they are old friends.’ I am sure that they appre- 
ciated having a friend, as many of them have very 
few relatives and fewer friends who really care 
about them. 

“Please don’t think that I am being too compli- 
mentary about my husband, but right now that’s 
the way I feel, and I am grateful that he is the 
way he is.” 

These convictions of a recent graduate of one 
of our colleges and his actions in practice are a 
contribution far greater than any President of the 
American Osteopathic Association could possibly 
make. Here, in a few words, is the very core of the 
art of medicine. New therapeutic procedures, 
diagnostic equipment, or pure skill alone cannot 
supply the service this physician is rendering. 
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Here is a sense of morality in medicine which can, 
if we but apply it, provide answers to some of our 
most pressing problems. 

I recently returned from a highly successful 
meeting of general practitioners. Undoubtedly the 
age of specialization is here to stay. Yet general 
practice has before it one of the major opportuni- 
ties in medicine today. This is the opportunity to 
develop the art of medicine to a comparable posi- 
tion with the science of medicine. 

By the very nature of things, medicine is a 
science. It must be analytical, unemotional, and 
impersonal. Yet scientific care of the patient must 
be coupled with care for the patient. The preser- 
vation of life in health becomes an empty achieve- 
ment unless life has meaning. Physicians must not 
only save life, but must preserve a reason for 
living. Understanding, faith, hope, and friendship 
are antibiotics for disease of the soul. To ignore 
them is to contribute to dis-ease, and to fail in the 
practice of the art of medicine. 

There are no precise diagnostic tests for a 
broken heart. X-rays will not demonstrate the loss 
of independence, the loss of the feeling of being 


wanted, and the fear of physical death that affect 
so many of our senior citizens. Like the physician 
of the letter, all physicians should consider these 
people not merely as “old patients” but as “old 
friends.” A physician must be guided by what is 
good for “my patients,” not by what is good for 
“my income. 

I am sure you share the pride of this woman in 
her husband's philosophy. More than the recog- 
nitions which we may yet achieve, this is our con- 
tribution. We have a right to be ptq that out of 
our educational system a man of this caliber can 
emerge. We can be grateful to the parental influ- 
ence that no doubt played a large part in this 
man’s humanity to man. 

As we continue to develop diagnostic and thera- 
peutic skills, we must never lose sight of the fact 
that although disease may have a man, there is 
always a man who has the disease. 


104 S. Livingston Avenue, Livingston, New Jersey 


As President of the American Osteopathic Association, Dr. George W. Northup is scheduled to 


attend these annual osteopathic conventions and meetings: 

Eastern Osteopathic Association, New York City 

New Mexico Association of Osteopathic Physicians and Surgeons, Santa Fe 
American Osteopathic College of Proctology, Kansas City 

National Osteopathic Child Health Conference, Kansas City 

Tennessee Association of Osteopathic Physicians and Surgeons, Chattanooga 
Texas Association of Osteopathic Physicians and Surgeons, Houston 


April 4-5 

April 9-10 
April 16-17 
_ April 20-22 
April 26-28 
April 30-May 2 
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A.O.A. holds midyear meetings 
in Central Office 


» To follow the meetings of the 
Board of Trustees and the House of 
Delegates of the. American Osteo- 
pathic Association from year to year 
is to gain a view of the broad sweep 
of osteopathic action. Each meeti i 
whether of the House or Board, adds 
a sequence in a continuing story. 
Each has its share of interest and 
achievement. 

The 1958-59 Board of Trustees 
held its midyear meeting in the 
Board Room of Central Office in 
Chicago, January 23-26, with Presi- 
dent George W. Northup, Living- 
ston, New Jersey, in the chair. The 
twenty-two members of the Board, 
all in attendance, were concerned, 
as always, with two phases of Asso- 
ciation business: carrying forward 
legislation enacted by the House of 
Delegates in its annual meeting last 
July, and taking care of its own ad- 
ministrative load. They considered 
reports from the chairmen of the 
Association’s sixty-odd committees, 
appraised the work done since July, 
and prepared the way for the work 
to be done at meetings to come. 

During the week preceding the 
meeting, these various other agen- 
cies also met in National Headquar- 
ters: the Council on Development, 
the Bureaus of Research and of Pro- 
fessional Education and Colleges, 
the Committees on A.O.A. Publica- 
tions and on Constitution and By- 
Laws, and the Osteopathic Progress 
Fund. The Executive Board of the 
Auxiliary to the A.O.A. also held its 
midyear meeting. 

The Board of Trustees, in its 4 
days of deliberation, spun out 629 
pages of minutes. Following are ac- 
counts-in-brief of progress across a 
widening front. 


Order of succession — A.O.A. President Northup 
and Mrs. Northup, president-elect of the Auxiliary 
to the A.O.A., share a presidential gavel. 


Interim appointments ¢ Six 
appointments made by President 
Northup since the July convention 
were given Board approval. Dr. Jo- 
seph H. Huff, Burlington, North 
Carolina, is now a member of the 
Bureau of Research; Dr. Hobert C. 
Moore, Bay City, Michigan, of the 
Bureau of Public Education on 
Health; and Drs. John P. Wood, Bir- 
mingham, Michigan, and Earl K. 
Lyons, Elkins, West Virginia, of the 
Bureau of Public Health and Safety. 
Dr. Walter B. Goff, Dunbar, West 
Virginia, is now a member of the 
Committee on A.O.A. Organization- 
al Structure, Dr. Charles L. Naylor, 
Ravenna, Ohio, is a consultant on 
the Council on Development; and 
Dr. J. Edward Sommers, Clayton, 
Missouri, is a consultant on the 
Committee on Structure and Func- 
tion and on the Bureau of Profes- 
sional Education. 


Hospitals * The lives of interns and 
hospital administrators promise to 
be simplified, now that the Intern 
Matching Plan has Board approval 
and may go into effect as soon as 50 
per cent of the osteopathic teaching 


hospitals have agreed to the plan. 

As the matching plan is set up, 
both interns and administrators will 
each list their first three preferences, 
the first for hospitals to which they 
have applied, and the other for in- 
terns who have made application to 
them. These will be matched by a 
central agency, to be made up of 
two representatives each from the 
A.O.A. Bureau of Hospitals and the 
American Osteopathic Hospital As- 
sociation. The secretary of the Bu- 
reau of Hospitals will act as agency 
secretary. A tentative schedule 
names November 15 as the date for 
submitting preferences, and January 
31 as the date for hospitals to mail 
contracts to interns. In the mean- 
time, the preferences of the interns 
and the Fospitals will have been 
“matched.” 

The plan will be supported by 
fees from interns and hospitals, and 
is expected to reduce both the cost 
and confusion of present person-to- 
person negotiations. 

The Hospital Bureau's long-dis- 
cussed plan to raise the minimum 
adult patient bed requirement for 
teaching hospitals from twenty-five 
to forty-five now has Board “a 
proval. The plan stipulates that the 
change would not go into effect be- 
fore 1961. In July it will again go to 
the House of Delegates. 

The Manual of Interpretation of 
the twelfth edition of the official 
handbook for training hospitals, 
commonly called the Code Book, is 
to be distributed to osteopathic hos- 
pitals within 60 days. 
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1959 Convention * “Unfolding 
Horizons in Osteopathic Medicine” 
is to be the theme of the 1959 
convention at the Palmer House, 
Chicago, July 13-17. Dr. William 
Baldwin, Jr., Philadelphia, Program 
Chairman, has announced that Irvin 
M. Korr, Ph.D., research scientist 
and head of the Department of 
Physiology, Kirksville College of 
Osteopathy and Surgery, is to be the 
Keynote Speaker, and Dr. Otterbein 
Dressler, Detroit, is to give the An- 
drew Taylor Still Memorial Lecture. 
For the first time, an A.O.A. conven- 
tion will show closed-circuit televi- 
sion. 

Dr. Raymond L. Ruberg, Phila- 
delphia, has been named Conven- 
tion Program Chairman for 1960. 


1961 and after * From here it looks 
as if the 1961 convention may see 
the first of the major changes being 
suggested by the Committee on For- 
mat and Scheduling of National 
Conventions. The House of Dele- 
gates approving, the 1961 Conven- 
tion, for the first time in A.O.A. his- 
tory, will bring the separation of 
organizational business from the 
general convention. 

The Scheduling Committee con- 
tinues to seek the cooperation of the 
specialty colleges in combining the 
meetings of all osteopathic groups 
in one large convention. Said Chair- 
man Campbell A. Ward, Mount 
Clemens, Michigan: 


Such a meeting would only not be a 
presentation by and for our hundreds of 


Auxiliary head and A.O.A. committee 
chairmen — Left, above, Mrs. Francis 
E. Warner, A.A.O.A. president; Drs. 
Floyd F. Peckham, Conference; Camp- 
bell A. Ward, Format and Scheduling 
of National Conventions; John W. 
Mulford, Mead Johnson Grants. Right, 
Drs. Ralph E. Copeland, Manual of 
Procedure; Russell M. Husted, A.O.A. 
Organizational Structure. 
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Until April 1 only! 
Your opportunit 
to add $10,000 
to your insurance 
coverage ends April 1. 
Read about this 
new membership benefit 
on page 441. 


specialists, but would demonstrate the 
teaching programs of the general practi- 
tioners and the correlation of all types of 
practice. Such an exhibition would ac- 
quaint many publics with the full scope of 
osteopathic care, and would be an im- 
pressive evidence of osteopathic strength. 


Business and finance * Income for 
1958-59 promises to be the highest 
in A.O.A. history. The first 6 months 
have produced $913,000, an increase 
over the same period last year of 
$49,000. Expenses for the period 
were just under $587,000, an in- 
crease of $41,500 over the first 6 
months of last year. 

JOURNAL income continues to 
mount. It is up $20,000 over the first 
6 months of last year and is expected 
to double that amount by the year’s 
end. 

The 1959 YearBoox and Diec- 
Tory is coming off the press a full 
month earlier than last year and is 
expected to show a substantial sav- 
ing in production cost. Directory 
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plans now point to eventual publica. 
tion on January 1. 

Reorganization of space in Cep. 
tral Office continues. This year, fo, 
the first time, it was possible to hold 
all midyear bureau and committee 
meetings in the building. 


Council on Development * Two 
Council programs are ready to go 
into effect. The Women’s Organiza. 
tions Committee, under Mrs. George 
S. Cozma, Cleveland, is staging a 
series of public health forums in key 
cities, and the Committee on Estate 
Planning, under Lloyd L. Hall, To. 
peka, Kansas, is ready to go with 
plans for a panel of speakers, a bro- 
chure, a series of articles for Tue 
Forum, and insert pages for all 
osteopathic publications. All will 
deal with the subject of estate plan- 
ning. 

These are two of the nine commu 
tees that are covering the field of 


Council activity. Seven other Coun- , 


cil committees are laying the ground- 
work for action in the areas of edu- 
cation, foundations, state and federal 
government, health agencies, firms 
and corporations, the profession it- 
self, and the general osteopathic 
public. Said Dr. William B. ne 
Brooklyn, chairman of the Council: 
The broad results we are working for 
are educational institutions second to 
none; an increased supply of osteopathic 
physicians; am acceptance of osteopathic 
institutions and funds as proper recipients 
of bequests; the confidence of other health 
agencies; and a general understanding of 
osteopathy. Most of all, we are working 
for freedom to grow—to bring our special 
health contribution to an ever-widening 
segment of the American population. 


Auxiliary to the A.O.A. ¢ In her 
report as president of the A.A.O.A., 
Mrs. Francis E. Warner, Blooming- 
ton, Indiana, told the Trustees: 

There are 612 more A.A.O.A. 
members now than there were a 
year ago. 

Forty-nine delegates attended the 
third annual convention of the Na- 
tional Osteopathic Guild Associa- 
tion, held November 14-15 in 
Central Office. Sixteen of the Asso- 
ciation’s twenty-nine guilds were 
represented. N.O.G.A. now has a 
membership of 800 women. 

The Spring issue of the A.A.O.A. 
Record is to have a new editor and 
a new format. Mrs. Otterbein Dres- 
sler, Detroit, is succeeding Mrs. 
Charles Lichtenwalner, Jr., Potts- 
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town, Pennsylvania, as editor. The 
Record, published quarterly, is the 
official publication of the A.A.O.A. 


Department of Public Relations ¢ 
The Committee on A.O.A. Organi- 
zational Structure is suggesting that 
the Department of Public Relations 
be renamed the Washington Office 
of the A.O.A., and that members as- 
signed to it be designated as the 
Administrative Committee. 

Dr. Swope has been chairman of 
the Department of Public Relations 
since 1930. At present the members 
of the Department, in addition to 
Dr. Swope, are Drs. Carl E. Morri- 
son, St. Cloud, Minnesota; James O. 
Watson, Columbus, Ohio; Glen D. 
Cayler, Los Angeles; and E. A. 
Ward, Saginaw, Michigan. 


“Third party in medicine” ¢ Up 
for Board discussion was the so- 
called “third party in medicine,” 
charactérized by President Northup 
as “the most serious problem in med- 
ical care today.” Widely discussed 
in newspapers and periodicals, the 
subject poses a basic question: With 
whom does total responsibility for 
medical care rest? 

The Board created a special com- 
mittee —its personnel to be an- 
nounced—to bring to the attention 
of the profession at large the full 
significance of this trend in medical 
care. The economics of the question 
has had considerable study by all 
groups concerned—among them la- 
bor unions, industry, insurance com- 
panies, state and federal agents. But 
third-party medicine of the future, 
it now appears, will involve not only 
the economics of medical care, but 
also the control, direction, and su- 
pervision of the care rendered. The 
historic, independent physician-pa- 
tient relationship could be jeopar- 
dized. The Board’s intent, in setting 
up this committee, is that this: new 
trend be studied in the light, not 
of economics, but of the best inter- 
est of both patient and physician. 


Historical Society * At the midyear 
meeting of the Board, the American 
Osteopathic Historical Society, 
founded. in 1957 at the time of the 
A.O.A. ‘Convention in Dallas, was 
awarded status as an affiliated or- 
ganization of the A.O.A. Dr. Charles 
D. Ogilvie, Dallas, is the Society's 
founder, and Josephine L. Seyl of 
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A.O.A. bureau chairmen—From left, above: Drs. Carl E. Morrison, Public Education on Health; Vincent 
P. Carroll, Hospitals; Robert B. Thomas, Professional Education and Colleges; Ira C. Rumney, Profes- 
sional Development. Below: Theodore F. Classen, Industrial and Institupional “Service; Robert A. 
Galbraith, Research; Robert D. Anderson, Public Health and Safety; True B. Eveleth, Conventions and 
Meetings, Business Affairs. Drs. Morrison, Carroll, and Thomas are former Presidents of the Association. 


the Central Office staff is its secre- 
tary-treasurer. 


Code of Ethics ¢ The 1959 A.O.A. 
YEARBOOK and Directory, in the 
mail this month, sets a precedent by 
reproducing the Journat article 
(November 1958, page 186) which 
sets forth the statement of interpre- 
tation of portions of the A.O.A. Code 
of Ethics, dealing with the “Duties 
of Physicians to Each Other and the 
Profession at Large.” This is in keep- 
ing with requests to the Board from 
the College of Surgeons and the Col- 
lege of General Practitioners. 


In closing * In closing his report to 
the midyear meeting, Dr. True B. 
Eveleth, Executive Secretary, had 
this to say: 


Anyone with a normal degree of sensi- 
tivity cannot sit in a central position such 
as mine without definite awareness of the 
growing interest in the social significance 
of osteopathy. . . . I am impressed that the 
things this profession must do to make it- 
self great are possible only if we think big. 

These are days of great achievements. 
In our infancy, we were not consciously 
preparing for big things. Our childhood 
was a constant struggle for survival, but 
through that very struggle we grew unex- 
pectedly healthy and personable. It is 
important that we dwell not upon how 
precarious was our past but on how 
healthy we are now and what we are 
capable of doing. 

Thus ended another meeting of 
the Board of Trustees of the Ameri- 
can Association Osteopathic. Thus 
is marked another milestone on the 
long journey being made in the serv- 
ice of public health. 


Bureau of Research 


Council on Development 


Bureau of Hospitals 


Training 


A.O.A. meetings in Central Office 


American Osteopathic Hospital Association 


Committee on Structure and Function of the 
Bureau of Professional Education 


Bureau of Public Education on Health 
Committee on Accreditation of Postgraduate 


April 4-5 
April 10-11 
April 12 
April 16 
April 17-20 
April 18-19 


April 18-19 
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DEPARTMENT OF PUBLIC 


Bureau of Public Education on Health 


Composite board 
recommended 


» A Composite Board Bill has been 
introduced into the Missouri legisla- 
ture, now in biennial session in Jef- 
ferson City. Designated as Senate 
Bill No. 50, it is being sponsored by 
both the Missouri State Medical As- 
sociation and the Missouri Associa- 
tion of Osteopathic Physicians and 
Surgeons. 

In his message to the General As- 
sembly, when it convened on Janu- 
ary 7, Governor James T. Blair, Jr., 


DEPARTMENT OF PUBLIC 


Federal aviation agency 


> All functions of the Civil Aeronau- 
tics Administration were integrated 
into the Federal Aviation Agency on 
January 1, 1959. FAA was created by 
the Federal Aviation Act of 1958, 
Public Law 85-726, approved Au- 
gust 23, 1958. E. R. Quesada, former 
Special Assistant to the President, is 
Administrator. 

The post of Civil Air Surgeon has 
been administratively created, the 
position summary for which in- 
cludes the following responsibilities: 

1. Major function: Under the di- 
rection of the Federal Aviation Ad- 
ministrator, the Civil Air Surgeon 
directs the civil aviation medical 
program and works toward the im- 
provement of safety in air commerce 
_ through the development and appli- 
cation of sound medical knowledge 
and research in civil aviation. 


2. Scope of responsibilities: Health 
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AFFAIRS 


had this to say concerning action to 
modernize Missouri's present prac- 
tice acts: 

Progress and research in medicine and 
the practice of medicine and surgery in the 
state of Missouri have reached new pla- 
teaus in recent years. For these great con- 
tributions by our physicians and surgeons, 
the people of Missouri should, and I am 
confident they do, feel great pride. In 
recent years, physicians and surgeons of 
both the allopathic and the osteopathic 
school of medicine have demonstrated a 
willingness to labor together toward even 
greater progress in the struggle against 
disease and human suffering, and with 
their efforts have come new successes, a 
fresh approach, and new visions toward a 
healthier Missouri. 

I am informed that both the Missouri 


RELATIONS 


and medical problems pervade a 
large segment of FAA’s organiza- 
tion. Research and development ac- 
tivities and the design and installa- 
tion of facilities involve psychologic 
and human engineering considera- 
tions. The number of applicants for 
pilots’, flight engineers, and other 
airmen certificates who must be ex- 
amined or re-examined exceeds 
250,000 annually. Medical research 
or study is required with respect to 
the physical and mental stress and 
fatigue and the over-all working en- 
vironment of aviation personnel in- 
cluding air traffic controllers who 
are directly responsible for the safe- 
ty of people and equipment in flight. 

3. Nature of responsibilities: The 
Civil Air Surgeon is directly respon- 
sible to the Federal Aviation Admin- 
istrator. 

As Director of medical activities 
for the Federal Aviation Agency, he 
would establish and maintain work- 


State Medical Association and the Mis. 
souri Association of Osteopathic Physj 
cians and Surgeons will sponsor lezislation 
at this session which will modernize pres. 
ent practice acts for both schools of medj- 
cine into one act and one standard for the 
practice of medicine and surgery in this 
state. 

Just as it is necessary to reconstruct and 
modernize our statutes to keep abreast of 
the changing trends in other endeavors, it 
should be necessary and important toward 
the welfare of our people for the legisla- 
ture to assist our physicians and surgeons 
with new legislation. 

I have seen the legislation which the 
physicians will introduce. It is sound and 
it is good. It will give assurance that a man 
licensed by the new State Board of Regis- 
tration for the Healing Arts in Missouri is 
qualified, and it creates a single standard 
for all physicians so licensed. It pertains 
only to those physicians and surgeons who 
hold either the M.D. degree or the D.O. 
degree. I heartily endorse this legislation 
and I recommend that the General Assem- 
bly do likewise in the interest of a health- 
ier and happier people in the state. 


ing relations with public and private 
agencies concerned with aviation 
medicine. 

The specific responsibilities of the 
Civil Air Surgeon are: 

a. Establish minimum standards 
of mental and physical fitness for 
flight personnel and air traffic con- 
trollers and for such other personnel 
as deemed necessary for safety of 
flight. 

. Provide for medical examina- 
tions of the above personnel by ap- 
proved medical examiners. 

c. Provide for the inspection and 
appraisal of medical examiner facili- 
ties and procedures to insure the 
proper assessment of physical fitness 
and enforcement of regulations. 

d. Promote training activities to 
improve the proficiency of medical 
examiners in the field of aviation 
medicine. 

e. To establish requirements tor 
and encourage research in the field 
of aviation medicine as it relates to 
civil aviation. 

f. The development and conduct 
of internal health and medical pro- 
grams for FAA personnel. 

John E. Smith, who served as 
Chief of the Medical Division of the 


JOURNAL A.O.A. 
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Office of Flight Operations and Air 
Worthiness of CAA, is Acting Civil 


Air Surgeon. 


Conference on 
Aging 
» The White House Conference on 
Aging Act, approved last Septem- 
ber, directs the Secretary of Health, 
Education, and Welfare to plan and 
conduct a White House Conference 
to be called by the President in Jan- 
1961 in order to develop rec- 
ommendations for further research 
and action in the field of aging. In 
December, Secretary Flemming 
wrote to all State governors reg. 
them of provisions of the Act an 
asking their cooperation. Thirty- 
four states have now set up some 
official organization to work in this 
field. 

To help the States and communi- 
ties in their planning in advance of 
the White House Conference on 
Aging, a National Leadership Train- 
ing Institute for the Conference will 
be held in June in Ann Arbor, Michi- 
gan. This Leadership Training In- 
stitute will be conducted by the 
Special Staff on Aging of the De- 
partment of Health, Education, and 


Group insurance deadline 
set for April 1 


» The new A.O.A. Group Life In- 
surance Program, announced in mid- 
November (JournaL, December 
1958, page 265), became effective 
February 1. April 1 has been set as 
the deadline for additional applica- 
tions. 

The new program was approved 
by the House of Delegates last July, 
on the recommendation of the Com- 
mittee on Group Life Insurance Pro- 


gram headed by Dr. John W. Mul- . 


ford, Cincinnati. Open to all mem- 
bers of the Association who are 65 
years of age or under, it offers insur- 
ance coverage at a cost possible only 
under group plans. It is being ad- 
ministered by the Nettleship Com- 
pany of Los Angeles. 


The policy provides for $10,000 _ 


life insurance, with an additional 
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Welfare with the cooperation of the 
Federal Council on Aging and other 
Federal agencies. 

The Training Institute will be 
held at the University of Michigan 
June 24 through 26. It will be open 
to leaders and potential leaders in 
the field of aging. There will be no 
fee for the Institute but those who 
attend will pay their travel and 
housing expenses. Members of 
HEW’’s Special Staff and representa- 
tives of other Federal agencies will 
outline organizational sedis for the 
White House Conference. 


Amphetamine Inhalers 


» The following, Section 3.8 amphet- 
amine inhalers regarded as pre- 
scription drugs, is quoted from the 
Federal Register, February 10, 1959. 

(a) Recurring reports of abuse and 
misuse of amphetamine inhalers show that 
they have a potentiality for harmful effect 
and that they should not be freely avail- 
able to the public through over-the-coun- 
ter sale. From complaints by law-enforce- 
ment officials, as well as from our own 
investigations, it is evident that the wicks 
from these inhalers are being removed and 
the amphetamine they contain is being 
used as a substitute for amphetamine tab- 
lets. Amphetamine tablets have. always 
been restricted to prescription sale because 
of their potentiality for harm to the user. 


$10,000 in case of accidental dis- 
memberment or death. Evidence of 
insurability is not required. If one 
should be totally disabled before he 
reaches the age of 60, his insurance 
will remain in force, without further 
cost to him, until he has reached the 
age of 70. Death benefits are pay- 
able in one sum or in monthly in- 
stallments. The insurance agree- 
ment terminates at the age of 70. 

“This life insurance 
said Dr. Mulford, “gives us the ad- 
vantages that have been enjoyed by 
businessmen for many years. We 
hope all our members will take ad- 
vantage of it.” 

- The semiannual charges are: age 
40 and under, $24.00; 41 through 50, 
$48.00; 51 through 60, $96.00; 61 
through 65, $168.00; 66 through 69, 
$264.00. 

To repeat: April 1 is the deadline 
for applications. 


(b) It is the considered opinion of the 
Food and Drug Administration that, in 
order to adequately protect the public 
health, amphetamine inhalers should be 
restricted to prescription sale and should 
be labeled with the legend “Caution: 
Federal law prohibits dispensing without 
prescription.” 


Influenza 


» Surgeon General Leroy E. Burney 
of the Public Health Service has 
alerted State and Territorial Health 
Officers to increasing reports of out- 
breaks of various types of influenza 
in several European countries, and 
warned that further introduction of 
the disease into this country is prob- 
able. 

Dr. Burney reiterated his previous 
recommendation that private physi- 
cians give special consideration to 
the desirability of vaccinating the 
following groups: 

Individual patients or groups who 
have a special risk, such as the aged, 
the chronically ill, and pregnant 
women; Hospital staffs whose serv- 
ices are necessary for the care of the 
sick; Industrial or service groups in 
occupations where the sudden ab- 
sence of a sizable part of the force 
would create serious disruption of 
work. 


A.0.A. representatives 
attend health forum 


> Representing the A.O.A. at the 
annual national health forum, held 
at the Palmer House in Chicago, 
March 7-19, were Drs. Floyd F 
Peckham, Alexandria Bay, N.Y., 
Alexander Levitt, Brooklyn, and 
True B. Eveleth, Chicago. These 
three doctors are the Association's 
delegates to the National Health 
Council, which sponsors the Forum. 

The s 1959 theme was 
“The Health of People Who Work.” 
The Forum’s purpose is to bring to- 
gether leaders in health and other 
organizations for consideration of 
important problems of national 
health. This year attention was fo- 
cused on the health of workers, their 
dependents, and the general health 
of the communities in which they 
live. 
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L. W. Mills visits 


colleges, meetings 


» During late February and early 
March, Lawrence W. Mills, director 
of the A.O.A. Office of Education, 
visited eighteen undergraduate col- 
leges, a college of osteopathy, and a 
series of divisional and district so- 
ciety meetings. Among the under- 
graduate schools was Baker Univer- 
sity of Baldwin, Kansas, a college 
that figures in osteopathic annals as 
having had Dr. A. T. Still as a 
founder. The University’s first build- 
ing was erected in the 1850's on land 
donated by Dr. Still and his father, 
Abram Still, and part of its lumber 
was prepared in the Still sawmill 
owned by Andrew Still. Abraham 
Lincoln contributed $100 to this 
early building fund. 

Other Kansas undergraduate 
schools visited by Mr. Mills included 
the University of Wichita and 
Friends University, Wichita; the 
College of Emporia and Emporia 
Teachers College, Emporia; Ottawa 
University, Ottawa; Washburn Uni- 
versity, Topeka; and the University 
of Kansas, Lawrence. 

In Omaha, Mr. Mills met with 
faculty and students at Creighton 
University and the University of 
Omaha; and in Lincoln, at the Uni- 
versity of Nebraska, Union College, 
and Nebraska Wesleyan. 

He also visited the College of 
Osteopathic Medicine and Surgery 
in Des Moines. On March 4, in San- 
dusky, Ohio, he was speaker at the 
meeting of the Fifth District Acad- 
emy of Osteopathic Medicine. Dr. 
Luther B. Watson, Jr., Avon, is presi- 
dent of the Academy and Dr. Robert 
W. Carver, Lakeside, is chairman of 
its vocational guidance committee. 


Dr. Charles L. Naylor, chairman, Osteopathic 
Progress Fund Committee, and Otha W. Linton, 
P.&P.S. press representative, were on the program 
of the recent Divisional Secretaries meeting. 
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Mr. Mills spoke at three Florida 
meetings, held March 9-11 in West 
Palm Beach, Miami, and Bradenton. 
He was the guest of Dr. George W. 
Frison, Sr., De Land, chairman of 
the Committee on Vocational Guid- 
ance of the Florida Osteopathic 
Medical Association. Dr. B. M. Rout- 
zahn, Orlando, is the state president. 
Mr. Mills also visited the new Flo- 
rida Southern University in Tampa. 


Jack Hank resigns 


> Jack Hank, for 2 years a member 
of the Central Office staff, resigned 
February 12 from his post as director 
of the audio-visual department of 
the Division of Public and Profes- 
sional Service. 

Mr. Hank left on March 1 to be- 
come assistant to the director of 
public relations for Lions Interna- 
tional, whose headquarters office is 
in Chicago. 


Divisional secretaries 
hear A.O.A. speakers 


>» Among the speakers at the meet- 
ing of the Society of Divisional 
Secretaries, held February 7-8 in 
Central Office, were Dr. Charles L. 
Naylor, Ravenna, Ohio, chairman of 
the Osteopathic Progress Fund 
Committee, Robert Bennett, new 


Osteopathic Progress Fund director, 
and Otha W. Linton, of the Division 
of Public and Professional Service, 
Both Mr. Bennett and Mr. Linton 
are members of Central Office staff. 

Dr. Naylor spoke on the working 
relationship between the divisional 
society secretary and the Osteo- 
pathic Progress Fund Committee. 
He introduced Mr. Bennett, who 
spoke briefly on the broad proce- 
dures of fund raising. 

Mr. Linton reported on the results 
of an information poll conducted 
earlier this year among state secre- 
taries. Of the more than fifty persons 
who received the questionnaire, 
thirty-two responded. The questions 
covered the three public relations 
phases of personnel, programs, and 
problems. 

“To an amazing degree,” said Mr. 
Linton, “the problems faced by states 
like Michigan and California are 
basically the same as those that be- 
set states like Alabama and Utah.” 

Larger societies have varying 
amounts of professional outside help, 
the responses revealed. Most states 
avail themselves of the help of the 
A.O.A. Division of Public and Pro- 
fessional Service. But all of them, 
the findings disclosed, suffer from 
three fundamental difficulties: 
apathy on the part of members, lack 
of a clearly defined public relations 
objective, and a shortage of both 
time and money. 


de 
1S 
$l 
sl 
c 
c 
€ 
1 
( 
‘ 


ADVISORY BOARD or Osteopathic Specialists 
and Boards of CER’ TIFICATION 


Advisory Board 
for Osteopathic Specialists 


THOMAS J. MEYERS, D.O. 


Chairman 


SEVERAL SPECIALTY BOARDS in osteopathic medicine 
were in the process of formation prior to 1939 and the 
demand for others was recognized. Osteopathic special- 
ists and the osteopathic profession felt the need of a 
single authoritative agency to define graduate education, 


‘establish minimum standards that would be basic to 


such education, furnish information on procedure to the 
specialty groups, coordinate their efforts, and protect 
the public by giving validity to certification. To meet 
these needs, the Advisory Board for Osteopathic Spe- 
cialists was organized in 1939 by authorization of the 
Board of Trustees of the American Osteopathic Asso- 
ciation. The Advisory Board rendered immediate as- 
sistance to existing specialty groups in their efforts to 
initiate and maintain minimum standards of graduate 
education against the time when individuals in various 
specialties would be prepared for certification. It helped 
in the establishment of additional boards of certification 
as the growth of specialties within osteopathic medicine 
demanded. 

Certifying boards need assistance in determining 
the standards of fitness and ability of each applicant for 
certification as a specialist, they require guidance in 
defining the scope of the several accepted specialties, 
and they need advice in establishing standards of edu- 
cation and training for these specialties. An authorita- 
tive agency of the Board of Trustees of the American 
Osteopathic Association is required to maintain a co- 
operative effort between the certifying boards and edu- 
cational and training-hospital groups, in order that 
graduate educational facilities will be constantly avail- 
able to students in the various specialty fields. By the 
creation of an advisory board it was possible to obviate 
duplication of effort, to promote uniformity in the 
methodology of certification, to prevent unofficial 
groups from assuming the right of certification, and to 
inform the profession at large of the significance of 
specialty certification and its relation to the general 
practitioner. 

The Advisory Board is composed of one represen- 
tative of each approved certifying board and one alter- 
nate from each of the boards, one representative of the 
Board of Trustees of the American Osteopathic Asso- 
ciation, and representatives from such other national 
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groups as are interested in the education, examination, 
and certification of osteopathic specialists. 

Member organizations comprising the Advisory 
Board of Osteopathic Specialists are twelve boards of 
specialty certification, the Board of Trustees of the 
American Osteopathic Association, the Bureau of Pro- 
fessional Education and Colleges, the Bureau of Hos- 
pitals, and the Central Office of the American Osteo- 
pathic Association. The voting membership totals 15. 


MEMBERSHIP OF THE ADVISORY BOARD FOR 
OSTEOPATHIC SPECIALISTS, 1959 


BOARD OF TRUSTEES OF THE 
AMERICAN OSTEOPATHIC ASSOCIATION 


John W. Hayes 


BUREAU OF PROFESSIONAL EDUCATION AND COLLEGES 
Charles C. Dieudonne 


BUREAU OF HOSPITALS 
M. C. Pettapiece 


CENTRAL OFFICE—AMERICAN OSTEOPATHIC 
ASSOCIATION 


AMERICAN OSTEOPATHIC BOARD OF ANESTHESIOLOGY 
J. Craig Walsh Alternate : K. George Tomajan 


AMERICAN OSTEOPATHIC BOARD OF DERMATOLOGY 
Sidney D, Rothman Alternate: A. P. Ulbrich 


AMERICAN OSTEOPATHIC BOARD OF INTERNAL MEDICINE 
Glennard E. Lahrson Alternate: Neil R. Kitchen 
AMERICAN OSTEOPATHIC BOARD 
OF NEUROLOGY AND PSYCHIATRY 
Floyd E. Dunn _ Alternate : 
K. Grosvenor Bailey 
AMERICAN OSTEOPATHIC BOARD 
OF OBSTETRICS AND GYNECOLOGY 
Jacquelin Bryson Alternate: Frank E. Gruber 
AMERICAN OSTEOPATHIC BOARD 
OF OPTHALMOLOGY AND OTORHINOLARYNGOLOGY 
Ralph S. Licklider Alternate: C. M. Mayberry 


AMERICAN OSTEOPATHIC BOARD OF PATHOLOGY 
O. Edwin Owen Alternate: 
Norman W. Arends 
AMERICAN OSTEOPATHIC BOARD OF PEDIATRICS 
Betsy B. MacCracken Alternate: William S. Spaeth 
AMERICAN OSTEOPATHIC BOARD 
OF PHYSICAL MEDICINE AND REHABILITATION 
Robert C. Ruenitz Alternate : 
Wallace M. Pearson 
AMERICAN OSTEOPATHIC BOARD OF PROCTOLOGY 
Carlton M. Noll Alternate: John W. Orman 


443 


7 
i 
| J 
ye 
tor, 
ice, 
ton 
aff, 
nal 
ee, 
ho 
| 
; 
| 
1S 
| 
a shal 
if 
j 
‘3 
| 
| 
| 
= 


AMERICAN OSTEOPATHIC BOARD OF RADIOLOGY 
D. W. Hendrickson Alternate: Theodore C. Hobbs 


AMERICAN OSTEOPATHIC BOARD OF SURGERY 


Alternate : 
Charles L. Ballinger 


James M. Eaton 


COMMITTEES, 1959 


Executive Committee : 
Thomas J. Meyers, Chairman 
Norman W. Arends, Vice Chairman 
Mr. Lawrence W. Mills, Secretary 
James M. Eaton 
Neil R. Kitchen 


Review Committee (six members) : 
Appointed annually not later than 30 days be- 
fore the time of annual meeting. 


Appeal Committee (five members) : 
Appointed when deemed necessary by the 
Chairman of the Advisory Board with the ap- 
proval of the Executive Committee. 


Committee on Basic Documents: 
(To be appointed ) 


REVISED RULES OF ORGANIZATION 
AND PROCEDURE 


ARTICLE I—NAME 


Sec. (a) The name of this body shall be the Ad- 
visory Board for Osteopathic Specialists. 

Sec. (b) This Advisory Board is constituted and 
functions under the auspices of the Board of Trustees 
of the American Osteopathic Association to which it 
serves as an advisory body and from which it receives 
authority to engage in those activities necessary to ful- 
fill its purposes. Actions of this Board to have effect 
must be approved by the Board of Trustees of the 
American Osteopathic Association. 


ARTICLE II—PURPOSES AND DUTIES 


The purposes and duties of this Board shall be the 
following : 

Sec. (a) To assist in the establishment of Certify- 
ing Boards which shall determine the fitness and ability 
of each candidate for certification as a specialist in a 
distinct and recognized specialty. 

(1) To be accepted as a certifiable field of spe- 
cialization such specialty must be accurately definable, 
must be represented by a reasonable number of individ- 
uals who confine themselves or give the preponderance 
of their time to practice within the defined field; the 
technics practiced within the field shall be adequate to 
care for the majority of cases within the field defined ; 
it shall be a field in which knowledge of the entire range 
of possibilities is a basic qualification and in which only 
the unusual case calls for special technics not included 
within the definition and where the practitioner within 
the field is required to be competent to decide the need 
for special technics. 

(2) The definition which is included for the spe- 
cialty shall be stated so as to delineate accurately the 
scope of practice properly embraced by the specialty. 
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Sec. (b) To advise the specialty Certifying Boards 
with reference to defining and determining the scope of 
the several accepted specialties. 

Sec. (c) To advise the specialty Certifying Boards 
with reference to establishing appropriate standards of 
education and training for the several specialties and 
coordinating the requirements for certification by the 
Certifying Boards. 

Sec. (d) To advise the Certifying Boards in refer. 
ence to the development of an appropriate modus op. 
erandi for determining fitness of applicants for certif- 
cation. 

Sec. (e) To receive from the Certifying Boards 
proposals relating to their organization and activities 
and transmit these with appropriate recommendations 
to the Board of Trustees of the American Osteopathic 
Association. 

Sec. (f) To provide for the certification of appli- 
cants in distinct and recognized specialties in which 
there is no organized specialty society in the profession 
and no Certifying Board. 

Sec. (g) To review the proposals for certification 
received from the Certifying Boards and make recom- 
mendations concerning each proposal to the Board of 
Trustees of the American Osteopathic Association for 
its action. : 

Sec. (h) To maintain contact with the activities of 
the Certifying Boards in order to ascertain their con- 
formity to the standards and procedures adopted and to 
advise them when indicated regarding corrections in 
their procedures. If necessary, the Advisory Board 


shall make appropriate recommendations to the Board. 


of Trustees of the American Osteopathic Association 
when any Certifying Board persists in failing to con- 
duct its affairs in an acceptable manner. 

Sec. (i) To cooperate with the Executive Secre- 
tary of the American Osteopathic Association in main- 
taining an accurate listing of certified specialists in 
good standing. 

Sec. (j) To assist in educating the profession at 
large concerning the significance of specialty certifica- 
tion and its relation to the general practitioner. 

Sec. (k) To respond in advisory capacity to any 
group within the profession in matters pertaining to 
the recognition or declaration of specialization. 

Sec. (1) To cooperate with the Bureau of Profes- 
sional Education and Colleges, the Bureau of Hospi- 
tals, and the American Osteopathic Association in cre- 
ating and standardizing specialty training programs and 
in establishing the principle of certification in the per- 
sonnel of the organizations coming under its jurisdic- 
tion. 

Sec. (m) To keep a record of all meetings, trans- 
actions and actions of the Advisory Board and main- 
tain in an appropriate form a cumulative compilation 
of recommendations of this Board to the Board of 
Trustees of the American Osteopathic Association. 

The original stenographic notes of the proceedings 
of the Advisory Board shall be filed as the legal record 
of the Minutes of the Advisory Board. The edited 
Minutes shall be considered legal after approval by the 
Advisory Board except in instances of question as to 
original intent and purpose, when the original record 
shall become a part of the final document of record. 

Sec. (n) To establish and maintain a file of the 
constitution and bylaws of all approved Certifying 
Boards together with their amendments, cumulative 
lists of their memberships, cumulative lists of those 
certified by each Certifying Board, and record the 
standing of each certificate holder. 


Journa A.O.A. 


for 
on 

me 
the 
th 
As 
on 
| be 
tic 
an 
pa 
of 
| di 
af 
st 
in 
al 
th 
3 
tl 
te 
n 
h 
I 
( 
{ 
| 

= 


ARTICLE II—MEMBERSHIP 


Sec. (a) The membership of the Advisory Board 
for Osteopathic Specialists shall consist of one repre- 
sentative from each approved Certifying Board; and 
one member from each of the following groups: 

(1) Board of Trustees of the American Osteo- 

pathic Association ; 

(2) Bureau of Professional Education and Col- 

leges ; 

(3) Bureau of Hospitals. : 

Sec. (b) Member organizations shall make their 
appointments within 60 days following each annual 
meeting of the American Osteopathic Association and 
the appointments shall be communicated promptly to 
the Executive Secretary of the American Osteopathic 
Association and to the Secretary of the Advisory Board. 

Sec. (c) Each member organization is entitled to 
one vote. 

Sec. (d) An alternate may be accepted as a mem- 
ber, if designated by the appropriate member organiza- 
tion officer and the name is in the hands of the Execu- 
tive Secretary of the American Osteopathic Association, 
and the Secretary of the Advisory Board for Osteo- 
pathic Specialists before the time of the annual meeting 
of the Advisory Board. 

Sec. (e) When one individual is named by two 
different member organizations as a representative, the 
appointing officer whose appointment was last received 
shall be informed of the previous appointment of the 
individual by another member organization so that his 
appointment may be changed if desired. 


ARTICLE IV—OFFICERS 


Sec. (a) The officers of this Board shall be a Chair- 
man and Vice Chairman, appointed by the President of 
the American Osteopathic Association for terms of 2 
years each, their appointments to be made in alternate 
years. They shall perform the customary duties of 
these offices. 

Sec. (b) In the event a certifying board for any 
reason ceases to function, the Chairman shall assume 
temporary chairmanship of that Board with restricted 
powers to maintain its operating continuity until the 
next meeting of the Advisory Board. In this capacity, 
he shall arrange for the evaluation of candidates’ cre- 
dentials and for their examination, but shall not him- 
self evaluate or examine. 

The Chairman shall make a midyear and an an- 
nual report to the Board of Trustees of the American 
Osteopathic Association. 

Sec. (c) The Secretary of the Board shall be pro- 
vided by the Executive Secretary of the American Os- 
teopathic Association from the Central Office staff. He 
shall keep a record of all meetings, transactions and ac- 
tions of the Advisory Board and assist the Chairman 
in such other duties as are appropriate to this office. 

Sec. (d) In the event of a vacancy in the office of 
the Chairman and Vice Chairman, the senior member 
of the two members at large elected to the Executive 
Committee, shall act as Chairman until the next regu- 
lar meeting. 


ARTICLE V—COMMITTEES 


Sec. (a) The Executive Committee shall be com- 
posed of the Chairman, Vice Chairman, Secretary, and 
two members of the Advisory Board. 

Each of such members from the Advisory Board 
shall be elected in alternate years for a term of 2 years. 
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Elected members of the Executive Committee shall 
be members ex officio of the Advisory Board through 
the terms for which they are elected. 

This committee shall carry out the policy and ac- 

tivity initiated or decided by the Advisory Board. The 
Executive Committee shall meet on call of the Chair- 
man. 
The Executive Committee shall act for the Ad- 
visory Board between meetings of the Advisory Board. 
All actions of the Executive Committee shall be subject 
to approval of the Board of Trustees of the American 
Osteopathic Association. 

Sec. (b) A Review Committee composed of six 
members shall be appointed by the Chairman not later 
than 30 days before the time of the annual meeting, or 
special meeting, from among members who affirm their 
intent to be in attendance at the meeting, for a term of 
3 years, two of whom shall be appointed each year to 
serve a term of 3 years. During the first year, two 
shall be appointed for 1 year, two shall be appointed for 
2 years, and two shall be appointed for 3 years. The 
Chairman of the Advisory Board shall appoint one 
member to act as Chairman of the Review Committee. 
This Committee shall review the data supporting pro- 
posals for certification submitted by the Certifying 
Boards and make recommendation to the Advisory 
Board concerning the proper action on each candidate 
proposed. 

Names of the candidates who fail to meet the re- 
quirements of the Review Committee shall not be pre- 
sented to the Advisory Board. 

Sec. (c) A Nominating Committee composed of 
three members shall be appointed by the Chairman at 
the time of the annual meeting to name candidates for 
membership at large on the Executive Committee for 
the ensuing year and to report to the last session of the 
meeting, at which time the election of such member- 
ship shall take place. Nominations from the floor will 
be in order. 

Sec. (d) An Appeal Committee shall be selected 
and appointed by the Chairman of the Advisory Board, 
with the approval of the Executive Committee, when- 
ever it is deemed necessary by the Chairman of the Ad- 
visory Board to provide for adjudication of a charge 
filed with the Advisory Board of unfairness or im- 
proper conduct of the affairs of any Certifying Board 
by an applicant for certification. 

The Appeal Committee shall be composed of five 
members, who shall elect their own chairman, one in- 
dividual to be appointed from the Bureau of Profes- 
sional Education and Colleges, one from the Bureau of 
Hospitals, one from the Board of Trustees of the 
American Osteopathic Association, and two from the 
membership of the Advisory Board for Osteopathic 
Specialists, no one of whom shall be a member of the 
Certifying Board which is the object of complaint. 

All appeals shall be filed with the Chairman of the 
Advisory Board not later than April 1. Copies of the 
written appeals and submitted material shall be pro- 
vided to the Committee at least 30 days prior to its next 
scheduled meeting. 

The meeting, or meetings, of the Committee shall 
be arranged by the Chairman of the Appeal Committee 
with the complainant and a representative appointed by 
the Chairman of the Certifying Board involved. A 
stenotype record of the proceedings shall be made and 
such notes shall be confidential. 

After hearing and considering the presentation of 
the complaint and the Certifying Board’s response giv- 
ing reasons for the action against which the complaint 
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is directed, and after making any necessary investiga- 
tion, the Appeal Committee shall make a report to the 
Advisory Board, indicating what the committee consid- 
ers to be the proper action to be followed by the parties 
concerned. If the controversy is not suitably adjudicat- 
ed and the circumstances justify, the report of the Ap- 
peal Committee shall be presented to the Board of 
Trustees of the American Osteopathic Association for 
further action. 

This Committee shall be dissolved upon conclusion 
of the duties specified above. 

Sec. (e) A Committee on Basic Documents shall 
be appointed by the Chairman of the Advisory Board 
at each annual meeting. For the purposes of this Com- 
mittee, the basic documents shall be defined as the Con- 
stitution and Bylaws, Regulations and Requirements of 
the Specialty Certifying Boards, and the Handbook of 
the Advisory Board for Osteopathic Specialists and 
Boards of Certification. 

The duties of this Committee shall be: 

(1) To maintain a file of all basic documents of 
the Advisory Board and its member Certifying Boards. 

(2) To prepare and submit to the Advisory Board, 
amendments to the Handbook of the Advisory Board 
for Osteopathic Specialists and Boards of Certification. 

(3) To review the basic documents of the special- 
ty Certifying Boards and recommend proposed changes 
in these documents as may be necessary to establish 
conformity with the Handbook of the Advisory Board 
for Osteopathic Specialists and Boards of Certification, 
as approved by the Board of Trustees of the American 
Osteopathic Association. 


ARTICLE VI—MEETINGS 


Sec. (a) A regular annual meeting shall be held at 
the time and place of the annual convention of the 
American Osteopathic Association. The meeting shall 
be scheduled at such time that recommendations from 
this Advisory Board may be transmitted to the Board 
of Trustees of the American Osteopathic Association 
before the conclusion of its final sessions. The time 
and place of the sessions of the Advisory Board’s meet- 
ing shall be communicated to all members not less than 
30 days before the date of convening. 

Sec. (b) A quorum at any session of any regular 
meeting shall consist of a majority of the designated 
membership of the Advisory Board. 

Sec. (c) Robert’s Rules of Order shall be followed 
except where they conflict with these rules of procedure. 

Sec. (d) The order of business shall be as follows: 

(1) Call to order. 

(2) Roll call. 

(3) Secretary’s report including : 

a) Presentation of the report to the Board of 
Trustees of the American Osteopathic As- 
sociation made at the preceding annual meet- 
ing. 

b) Presentation of the Chairman’s preliminary 
report to the Board of Trustees of the 
American Osteopathic Association, and the 
recommendations for the current session of 
the Advisory Board. 

(4) Appointment of Nominating Committee. 

(5) Reports and recommendations of Certifying 
Boards. 

(6) Reports of Standing Committees. 

(7) Reports of Special Committees. 

(8) Unfinished business. 

(9) Receipt of communications. 


(10) Report of Review Committee. 
(11) New business and assignments to appropriate 
committees. 
(12) Report of Nominating Committee and Elec. 
tion of Membership to Executive Committee. 
(13) Appointment of Committees for ensuing year, 
(14) Adjournment. 


ARTICLE VII—REPORTS TO THE BOARD OF 
TRUSTEES OF THE AMERICAN OSTEOPATHIC 
ASSOCIATION 


Sec. (a) Immediately following the adjournment 
of the Advisory Board, the Secretary of the Advisory 
Board shall prepare a mimeographed listing of all suc- 
cessful applicants for certification recommended at the 
Advisory Board meeting. The Chairman of the Ad- 
visory Board then presents this list to the Board of 
Trustees for final approval. 

Upon receipt of the minutes, the Secretary of the 
Advisory Board shall prepare, at the direction of the 
Chairman, a full report of the activities of the Advisory 
Board at its annual meeting. This report shall then be 
presented to the Bureau of Professional Education and 
Colleges at its midyear meeting. Following action by 
the Bureau, the report shall then be transmitted to the 
Board of Trustees at its next midyear meeting. Indi- 
cated action following acceptance of the report and 
recommendations shall then be administered in ample 
time for action by specialty Certifying Boards or others 
concerned prior to their annual meeting. 

Sec. (b) In reporting its recommendations of in- 
dividuals for certification in the various specialties, the 
Advisory Board shall furnish the Board of Trustees 
of the American Osteopathic Association with an addi- 
tional list of applicants for specialty certification who 
have completed the required examinations and who 
have not been recommended by their certifying board 
for certification, along with the reason for the delay in 
their being certified, whether due to failure or for other 
reasons. 

When the report is made of “Applicants Not Rec- 
ommended for Certification,” that list shall be imme- 
diately destroyed. 


ARTICLE VIII-AMENDMENTS 


Sec. (a) Amendments to these Rules of Organiza- 
tion and Procedure may be adopted for submission to 
the Board of Trustees of the American Osteopathic 
Association for approval by the vote of a majority of 
the members of the Advisory Board registered with the 
Secretary as present at the annual meeting, provided 
the proposed amendment has been submitted to each 
member present in writing or printed form not less 
than 12 hours preceding the time of the meeting at 
which the vote is to be taken. 

Sec. (b) A Handbook of the Advisory Board for 
Osteopathic Specialists and Boards of Certification shall 
be issued by Central Office within 90 days following 
adoption of this recommendation by the Board of Trus- 
tees. It shall contain the following: 

(1) Rules of Organization and Procedure of the 
Advisory Board for Osteopathic Specialists as amended 
with the approval of the Advisory Board and the Board 
of Trustees. 

(2) Rules of Procedure for Specialty Certifying 
Boards as amended with the approval of the Advisory 
Board and Board of Trustees. 

(3) Standard Constitution and Bylaws of Boards 
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of Certification as approved by the Board of Trustees. 

(4) Model form for Regulations and Require- 
ments of Boards of Certification. 

(5) Model form Outline for Annual Report of 
Secretaries of Certifying Boards to the Advisory Board. 

Sec. (c) The documents listed under Section (b) 
above shall be edited, rearranged and revised, without 
changing the intent, to provide better phraseology and 
continuity. Repetitions shall be deleted. 

Sec. (d) One hundred and fifty copies of the 
Handbook shall be issued. They shall be distributed to 
the Executive Committee of the American Osteopathic 
Association, officers and members of the Board of Cer- 
tification and to other individuals who have a right to 
the Handbook. 

Sec. (e) The Handbook shall be revised every 2 
years, and the revisions shall include recommendations 
of the Advisory Board which have been approved by 
the Board of Trustees since the preceding issue of the 
Handbook pertaining to the conduct of the Advisory 
Board, Boards of Certification, and applicants for cer- 
tification. 

Sec. (f) All recommendations which amend or in 
any way alter any of the documents reproduced in the 
Handbook shall be presented as amendments with prop- 
er reference to the document, article, section and para- 
graph. 


Boards of Specialty 


Certification 


STANDARD CONSTITUTION AND BYLAWS 


(Approved by the Board of Trustees of the 
American Osteopathic Association, July, 1948) 


Constitution 
of the 
American Osteopathic Board of 


ARTICLE I—NAME 


The name of this organization shall be The Ameri- 
can Osteopathic Board of .............------0--+---+ 


ARTICLE II—PURPOSE 


Sec. 1. The purposes of this Board shall be: 

a. to define the qualifications to be required of os- 
teopathic physicians for certification in the field (or 
fields) of ... and of any other specialty 
field that may be assigned to this Board ; 

b. to determine the qualifications of osteopathic 
physicians as specialists for certification in the field (or 
and of any other specialty 
field that may be assigned to it; 

c. to conduct examinations in conformity with the 
Bylaws of this Board; 

d. to issue certificates, subject to the recommenda- 
tion of the Advisory Board for Osteopathic Specialists 
and to the approval of the Board of Trustees of the 
American Osteopathic Association, to those physicians 
who are found qualified ; 
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e. to recommend revocation of certificates for 
cause ; 

f. to use every means possible to maintain a high 
standard of practice in these specialties (this specialty ) 
within the osteopathic profession. 

The actions of the American Osteopathic Board 
of are subject to the recommenda- 
tion of the Advisory Board for Osteopathic Specialists 
and to the approval of the Board of Trustees of the 
American Osteopathic Association. 


ARTICLE IlI—DEFINITION 


Sec. 1. For the purpose of the operation of this 
Board the following division(s) of practice (are, is) 
defined : 

a. the practice of 

b. the practice of 


shall consist 


etc., etc, 


ARTICLE IV—ORGANIZATION 


Sec. 1. Membership 

a. The American Osteopathic Board of ...........-.--.-.-- 
shall consist of ........ members elected by 
Each elected member shall be a certified specialist in 
good standing in (Each specialty 
group shall be represented in the membership of the 
Board ...) Insofar as possible there 
shall be a representative from each geographical time 
belt of the United States on this Board. 

b. Members shall be elected for a term of 3 years 
(except that at the first election of members to this 
Board three members shall be elected for 3 years, 
three shall be elected for 2 years and three for 1 year. 
Thereafter, three members shall be elected annually 
for the full term of 3 years.) The terms of members 
should be so staggered that the new members elected 
in any year shall not constitute a majority of the 
Board. In case of death or resignation of any Board 
member, ..........-. shall appoint a certified specialist 
from the corresponding field to fill the unexpired por- 
tion of the term. 

c. Members shall continue to serve until their 
successors are elected. 

Sec. 2. Officers 

a. The officers of this Board shall be: 

i) Chairman 
ii) Vice Chairman 
iii) Secretary-Treasurer 

b. These officers shall be elected by this Board 
for a term of 1 year at its annual meeting. 

c. Officers shall continue to hold office until their 
successors are elected. 

Sec. 3. Committees 

a. There shall be three standing committees of 
this Board and such other committees as may from 
time to time be authorized. The Chairman shall ap- 
point all committees unless it is otherwise provided. 

b. The standing committees shall be: 

i) Credentials Committee 
ii) Examination Committee 
iii) Advisory Board Representative 


ARTICLE V—AMENDMENT 


Sec. 1. Subject to the review and recommenda- 
tion of the Advisory Board for Osteopathic Specialists 
and the approval of the Board of Trustees of the 
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American Osteopathic Association, this Constitution 
may be amended by a vote of two-thirds of the total 
membership of this Board (or three-fifths in a five- 
member Board) at any annual meeting following no- 
tification given at any previous annual meeting of such 
intention. 


Bylaws of the 
American Osteopathic Board of ..............------.......--+- 


ARTICLE I—DUTIES OF THE AMERICAN 
OSTEOPATHIC BOARD OF 


Sec. 1. This Board shall serve as an advisory 
body to all applicants for certification in the specialty 
and any other spe- 
cialty which may be assigned to its jurisdiction. 


Sec. 2. This Board shall determine, in accordance 
with the provisions of these Bylaws, the appropriate 
standards of education and the training held necessary 
for certification in the specialty (specialties) of 
and of any other specialty which 
may be assigned to its jurisdiction, subject to the rec- 
ommendations of the Advisory Board for Osteopathic 
Specialists and to the approval of the Board of Trus- 
tees of the American Osteopathic Association. 


Sec. 3. This Board shall establish detailed rules 
for conducting all examinations in compliance with 
the provisions of these Bylaws and shall provide for 
the conduct of examinations at least once a year in 
accordance with its Regulations and Requirements. 


Sec. 4. This Board shall file with the Advisory 
Board for Osteopathic Specialists, at the time specified 
by the Advisory Board, its recommendations concern- 
ing each applicant for certification together with any 
pertinent information required by the Advisory Board 
for Osteopathic Specialists. 


Sec. 5. This Board shall provide and issue cer- 
tificates in all fields assigned to this Board’s jurisdic- 
tion, as provided in Article V of these Bylaws. 


Sec. 6. This Board shall provide permanent files 
for all records. It shall record and keep permanently 
on file all applications submitted to it and complete 
records of examination results and shall maintain a 
registry of certificate holders. All examination papers 
and case reports of applicants shall be kept on file for 
a period of 3 years. 


Sec. 7. This Board shall levy and collect from 
applicants the funds necessary to finance the operation 
of this Board as provided in the Regulations and Re- 
quirements. 


Sec. 8. This Board shall arrange for all meetings 
necessary to enable this Board to carry out its func- 
tions as provided in Article VI, Sections 1 and 2 of 
these Bylaws. 


Sec. 9. This Board shall provide one member of 
this Board to function as representative to the Ad- 
visory Board for Osteopathic Specialists. In case of 
inability of the regular representative to attend the 
sessions of the Advisory Board for Osteopathic Spe- 
cialists, the Chairman of this Board shall appoint an 
alternate as provided in the Rules of Organization 
and Procedure of the Advisory Board for Osteopathic 
Specialists. 


Sec. 10. This Board shall conduct its activities in 
relation to the officers of the American Osteopathic 
Association, the Advisory Board for Osteopathic Spe- 
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cialists, other Certifying Boards and applicants fo, 
certification as provided in the Rules of Procedure 
for Specialty Certifying Boards compiled by the Aq 
visory Board for Osteopathic Specialists and approved 
by the Board of Trustees of the American Osteopathic 
Association. 

Sec. 11. This Board shall make, in conformity to 
its Constitution and Bylaws, all necessary regulations 
and requirements to govern its activities which are not 
provided by the Advisory Board for Osteopathic Spe. 
cialists and the Board of Trustees of the American 
Osteopathic Association. 


ARTICLE II—COMMITTEES 


Sec. 1. Credentials Committee 

a. There shall be a Credentials Committee of 
cablesiation members appointed by the Chairman of this 
Board, whose members shall represent different geo- 
graphical districts as far as possible. 

b. It shall be the duty of the Credentials Com- 
mittee : 

i) to receive all completed applications from 
the Secretary-Treasurer ; 

ii) to conduct a comprehensive investigation 
of each applicant in accordance with the 
rules governing application ; 

ili) to prepare a recommendation concerning 
each applicant and present this to the 
American Osteopathic Board of ............... 
 densiananiettanatcomuplchenle at its next (annual) 
meeting 

Sec. 2. Examination Committee 

a. There shall be an Examination Committee com- 
posed of the Chairman of this Board and not jess than 
two additional Board members. The Chairman of this 
Board shall act as the Chairman of the Examination 
Committee. 

b. It shall be the duty of the Examination Com- 
mittee to plan and to make preparations for the con- 
duct of examinations in the specialty fields coming 


under the jurisdiction of this Board in accordance with ' 


the rules governing examinations as stated in Article 
IV, Section 1, paragraph h, of these Bylaws and in 
the Regulations and Requirements of this Board. 

c. The Examination Committee shall report to 
this Board the findings on the examination of each 
applicant. 

Sec. 3. Advisory Board Representative 

a. There shall be a representative to the Advisory 
Board, who shall be the Chairman or the Secretary- 
Treasurer of this Board. 

b. It shall be the duty of the Advisory Board 
Representative to represent the American Osteopathic 
Board of .. .. in.all matters where such 
representation is required. 

c. The Chairman shall appoint annually as an al- 
ternate representative a member of this Board, who 
shall be empowered to act for the regular representa- 
tive, if he is not in attendance. 


ARTICLE III—DUTIES OF OFFICERS 


Sec. 1. The duties of the Chairman shall be: 

a. to preside at all meetings ; 

b. to appoint all committees and representatives 
to the Advisory Board for Osteopathic Specialists ; 

c. to schedule meetings of this Board at such 


times and places as necessary to carry on the business 
of this Board; 
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d. to supervise all examinations ; 

e. to act as an ex officio member of all com- 
mittees ; 

f. to sign all certificates issued by this Board ; 

g. to act as Chairman of the Examination Com- 
mittee ; 

h. to be the Advisory Board Representative, if so 
designated. 

Sec. 2. The duties of the Vice Chairman shall be: 

a. to assume the duties of the Chairman when the 
latter is absent or otherwise unable to fulfill them ; 

b. to assist the Chairman in the discharge of his 
duties. 

Sec. 3. The duties of the Secretary-Treasurer 
shall be: 

a. to keep in permanent file records of all pro- 
ceedings, transactions, and rulings of this Board, and 
to keep on file all examination papers and case records 
for a period of 3 years; 

b. to have printed and distributed all certificates, 
application forms, circulars of information, etc., au- 
thorized by this Board and necessary for the proper 
functioning of this Board; 

c. to maintain in proper place and form the 
moneys of this Board and to issue an accounting of 
them at annual meetings or at such other times as 
requested by the Chairman of this Board; 

d. to keep a permanent file of all applications 
coming before this Board with a signed record of the 
action taken on each; 

e. to maintain a record of all certificate holders 
in good standing and to supply upon request to gov- 
ernmental agencies, hospitals, physicians, schools, and 
others entitled to such information, a list of holders 
of certificates in good standing ; 

f. to have prepared in appropriate and complete 
form for presentation to the Review Committee of the 
Advisory Board for Osteopathic Specialists in support 
of recommendations for certification the application, 
examination record (written, oral, and practical), and 
other pertinent information requested ; 

g. to serve as a representative of this Board to 
the Advisory Board for Osteopathic Specialists, if so 
designated ; 

h. to sign all certificates issued by this Board, as 
provided in Article V; 

i. to prepare an annual report in keeping with the 
Rules of Procedure for Specialty Certifying Boards of 
the work done by this Board, including a list of all 
applicants and the results of their examinations and 
a resume of this Board’s finances. This report is to 
be presented at the annual meeting of the Advisory 
Board for Osteopathic Specialists and copies are to be 
supplied to the Chairman and Secretary of the Ad- 
visory Board and to the Executive Secretary of the 
American Osteopathic Association ; 

j. to cooperate with the Executive Secretary of 
the American Osteopathic Association in all matters 
pertaining to the annual registration of certificate 
holders ; 

k. to notify the Executive Secretary of the Amer- 
ican Osteopathic Association and the Chairman and 
Secretary of the Advisory Board for Osteopathic Spe- 
cialists of members and officers elected to this Board 
and of appointments to the Advisory Board for Osteo- 
pathic Specialists. 


ARTICLE IV—REQUIREMENTS FOR CERTIFICATION 


Sec. 1. To be eligible to receive a certificate of 
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specialization from the American Osteopathic Board 
OF Sins sae , the applicant must meet all of 
the following minimum requirements, excepting as 
provided in Section 3 (and Section 4) of this Article: 

a. He must be a graduate of an approved osteo- 
pathic college. 

b. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

c. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of 
at least 3 years immediately prior to application for 
examination by this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associ- 
ation or satisfactory to this Board. If graduated in 
1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board. 

e. He must be able to show evidence of con- 
formity to the standards set in the Code of Ethics of 
the American Osteopathic Association. 

f. A period of not less than 3 years of special 
training related to the specialty shall be required, after 
the required 1 year of internship, or its equivalent, 
but not necessarily running 3 consecutive years. This 
Board may modify the requirement of 3 years’ special 
training by allowing a credit of 1 year of special 
training for each 5 years of specialty practice for a total 
credit of not to exceed 2 years of the requirement, for 
physicians who graduated prior to 1946, but in no case 
may such applicant be accepted for examination with- 
out at least 1 year of special training as defined. This 
training shall include: 

i. Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, phar- 
macology, and such other basic sciences as 
are necessary to a mature and comprehen- 
sive understanding of the prevention, diag- 
nosis, therapy, and management of the dis- 
orders involved in.the specialty ; 

ii. Active experience in the diagnosis and 
treatment in such amount and diversity 
that it will assure adequate training in the 
specialty. 

The special training may be provided in 
colleges, laboratories, clinics, hospitals, or 
other facilities satisfactory to this Board, or 
by serving an acceptable assistantship to 
or studying under the preceptorship of, a 
qualified specialist in this field, supplement- 
- ed by prescribed study conforming to a 
plan approved by this Board. 
The minimum 3-year period of special 
training may be made up of varying com- 
binations of the several types mentioned 
above, as determined by this Board. It shall 
be this Board’s duty to assist applicants in 
determining a suitable program of special 
training, but it is not this Board’s function 
to supply the training. This Board will 
recognize aS proper institutions for secur- 
ing this training those institutions which 
are approved for special training by the 
approving agencies of the American Osteo- 
pathic Association, together with such 
others as this Board may determine to pos- 
sess facilities and personnel adequate to 
provide proper training. 
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g. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the minimum 
3 years of special training. Specialty practice within 
each specialty field under this Board shall be defined 
in the Regulations and Requirements of this Board. 

h. Following satisfactory compliance with the 
prescribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to pass 
appropriate examinations planned to evaluate his un- 
derstanding ot the scientific bases of the problems 
involved m the specialty, his tamiliarity with the cur- 
rent advances in the specialty, the possession of sound 
judgment and ot a high degree ot skul m the diag- 
nostic and therapeutic proceu.res involved in the prac- 
tice of the speciality. Ural, written and clinical exam- 
inations shali be conducted and required in the case 
of each applicant. ihis Board may conduct the oral 
and written examinations at the end of the required 
3 years of special training, but shall not conduct the 
practical or clinical examination until the required 2 
years of specialty practice have been completed. 1he 
members of this Board shall personally review, if not 
perform, the grading of each written examination. The 
conduct of the clinical examinations may be delegated 
to committees ot not fewer than two individuals ma- 
turely qualified in the specialty. A tull description 
of the method of conducting the examination shall 
be formulated in this Boards Kegulations and Ke- 
quirements, and provision for re-examination shall be 
made. 

i. Applicants desiring examination for certifica- 
tion shall pe required to fie an appucation which shall 
set forth the applicant s qualifications tor examination 
as stated in paragraphs a, b, c, d, e, f, and g, above. 
The procedure for ining applications shail be set forth 
in the Regulations and Kequirements and no applica- 
tion for action at any annual meeting of this Board 
shall be accepted after April 1 of that year. 

Sec. 2. In the case of any applicant who was 
engaged in the practice ot his specialty by 1939, or 
prior thereto, and who graduated prior to 1936, and 
who meets the general requirements stated in Section 
1 a, b, c, d, and e above, and has maintained appropri- 
ate activity in American Osteopathic Association or- 
ganization work, specialty societies, hospital staff work, 
the pursuit of periodic postgraduate work, contribu- 
tions to professional literature or otherwise has indi- 
cated his consistent interest and competence in his 
specialty, the requirements of this Article LV, Section 
1, paragraphs f and h, may be waived and he may 
be recommended for certification after passing an 
appropriate oral and/or clinical examination. 

The final date for accepting applications under 
this classification shall be May 1, 1961. [ Note: This 
amendment will in effect eliminate applicants for cer- 
tification under the “Grandfather Clause” after the 
specified date. | 

Sec. 3. Subject to the recommendations of the 
Advisory Board for Osteopathic Specialists and to the 
approval of the Board of Trustees of the American 
Osteopathic Association, the American Osteopathic 
may require such further 
training in each of the specialty fields coming under 
its jurisdiction as in its judgment such field may re- 
quire, provided that the additional requirements for 
each specialty field are clearly set forth in the Regu- 
lations and Requirements of this Board. Additions to 
requirements shall not go into effect until 1 year sub- 
sequent to the announcement of such change. 

Sec. 4. If circumstances necessitate it a section 
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may be written and inserted at this point to provide 
for the fair handling of applicants already acting op 
the basis of commitments made by this Board prio 
to December 15, 1946. 


ARTICLE V—CERTIFICATES 


Sec. 1. Issuance 


Certificates of specialization which have been ap. 
proved by the Board of Trustees of the American 
Osteopathic Association shall be issued by the Ameri. 
can Osteopathic Board of to appli- 
cants who have conformed to all requirements for 
certification described in Article IV of these Bylaws 
and who have received the recommendation of the 
Advisory Board for Osteopathic Specialists and the 
approval of the Board of Trustees of the American 
Osteopathic Association. Each such certificate shall 
be signed by the Chairman and the Secretary-Treas- 
urer of this Board. No certificate is valid until it has 
been signed by the Executive Secretary of the Ameri- 
can Osteopathic Association. 

Sec. 2. No certificate shall be issued to an in- 
dividual who is certified by another board, until the 
former certificate has been surrendered to the Execu- 
tive Secretary of the American Osteopathic Associa- 
tion. 

Sec. 3. Revocation 


This Board shall have the power to recommend 
to the Advisory Board for Osteopathic Specialists and 
the Board of Trustees of the American Osteopathic 
Association, the revocation of the certificate of any 
holder whose certificate was obtained by fraud or mis- 
representation, who unduly advertises, exploits his cer- 
tificate, fails to maintain membership in the American 
Osteopathic Association, violates the Code of Ethics 
of the American Osteopathic Association or otherwise 
disqualifies himself. 

Sec. 4. To remain in good standing the certificate 
holder shall pay an annual registration fee to the Ex- 
ecutive Secretary of the American Osteopathic Asso- 
ciation, as provided in the Rules of Procedure for 
Specialty Certifying Boards as compiled by the Ad- 
visory Board for Osteopathic Specialists. 


ARTICLE VI—MEETINGS 


Sec. 1. The American Osteopathic Board of 


shall hold a regular annual meeting 


to transact business and to cenduct examinations at the 
time and place of the annual meeting of the American 
Osteopathic Association (or at the annual meeting of 
its respective specialty college). 

Sec. 2. Special meetings of this Board which are 
deemed necessary for the transaction of business may 
be called with the approval of the majority of the 
members of this Board provided all members are for- 
mally notified of the called meeting and its purpose, 
not less than 30 days before the date set for the meet- 
ing. 

Sec. 3. For the transaction of business at any 
meeting of this Board ............ members shall constitute 
a quorum. 


ARTICLE VII-AMENDMENT 
Sec. 1. Subject to the review and recommendation 


of the Advisory Board for Osteopathic Specialists 
and to the approval of the Board of Trustees of the 
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American Osteopathic. Association, these Bylaws may 
be amended by a two-thirds vote of the total member- 
ship of this Board (or three-fifths in a five-member 
Board) at any meeting, provided each member has 
been notified at least 30 days prior to the date of the 
meeting, of its being called and of the intention to 


amend. 


AMERICAN OSTEOPATHIC BOARD 
OF ANESTHESIOLOGY 


K. George Tomajan, Chairman, Boston, Massa- 
chusetts 

J. Calvin Geddes, Vice Chairman, Mount Clemens, 
Michigan 

Mahlon L. Ponitz, Detroit, Michigan 

Claire E. Pike, Long Beach, California 

J. Maurice Howlett, Birmingham, Michigan 

Crawford M. Esterline, Kirksville, Missouri 

J. Craig Walsh, Secretary-Treasurer, Philadelphia, 
Pennsylvania 

Mrs. E, F. Martin, Corresponding Secretary, Coral 
Gables, Florida 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board the 
following division of practice is defined: 

a. The practice of anesthesiology shall consist of 
and include that branch of medical science, art, and 
practice which deals with the use of anesthetic agents, 
the evaluation of the patient’s condition with reference 
to the use of anesthetic agents and the care of compli- 
cations incident to their use. 


REQUIREMENTS FOR CERTIFICATION 


To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of Anes- 
thesiology, the applicant must meet all of the following 
minimum requirements : 

1. He shall have graduated from an approved os- 
teopathic college at least 6 years prior to consideration 
of his application by this Board, 

2. He shall be licensed to practice in the state or 
territory where he conducts his specialty practice. 

3. He shall have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of at 
least 3 years immediately prior to making application 
for examination by this Board. 

4. He shall be, and if certified continue to be, fa- 
vorably known and recognized by his clientele as an 
osteopathic physician who is specializing in the practice 
of anesthesiology and shall publicize his osteopathic 
affiliations in an ethical manner. 

5. He shall be able to show evidence of conformity 
to the standards set in the Code of Ethics of the Ameri- 
can Osteopathic Association. 

6. He shall have had an internship of at least 1 
year in a hospital acceptable to this Board. The intern 
year of 9 months as prescribed by the Selective Service 
Board during World War II shall be acceptable. For 
physicians who graduated in 1942 or prior thereto, this 
Board may accept other qualifications in lieu of intern- 
ship where the applicant’s anesthetic experience and 
ability are beyond question. 

7. He shall provide notarized documentary evi- 
dence of a minimum of 3 years of formal training sub- 
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sequent to his internship (or its equivalent). This for- 
mal training program must be acceptable to this Board 
and shall include: 

a) A period of at least 1 year of formal training 
in anesthesiology in a hospital acceptable to this Board 
and made up of either: 

i) an approved residency ; 
or 

ii) an approved full-time preceptorship training 

program. 

b) A period of at least 2 years’ special training in 
anthesiology subsequent to the required 1 year of in- 
ternship and the required 1 year of formal training. 
This special training may be made up, either in whole 
or in part, of: 

i) an approved residency ; 
or 

ii) approved preceptorship training. Approved 

preceptorship training programs may be 
either full-time or part-time. Two years of 
approved part-time preceptorship training 
shall be equivalent of 1 year of full-time 
preceptorship training. 

After the completion of the required 1 year of in- 
ternship (or its equivalent), the required 1 year of 
formal training, and 1 year of the required 2 years of 
special training in anesthesiology, this Board may, at its 
discretion, accept 2 years of recognized specialty prac- 
tice in anesthesiology as the equivalent of the third year 
of special training. In each year of specialty practice, 
the applicant must have administered at least 250 anes- 
thetics of a diversified nature. 

During the minimum 3-year period of formal 
training, there shall be evidence of sufficient clinical 
work in anesthesiology with a minimum of 250 anes- 
thetics of a diversified nature administered annually. 

For applicants who graduated in 1947 or prior 
thereto, in lieu of requirement No. 7, Item b), this 
Board may, at its discretion, accept 2 years of recog- 
nized specialty practice in anesthesiology, subsequent 
to the required 1 year of internship (or its equivalent), 
and the required 1 year of formal training, as the 
equivalent of 1 year of special training or 4 years of 
recognized specialty practice in anesthesiology as the 
equivalent of 2 years of special training. In each year 
of specialty practice, the applicant must have adminis- 
tered at least 250 anesthetics of a diversified nature. 

8. He shall provide evidence to this Board that he 
has received satisfactory postgraduate training in the 
basic sciences, including anatomy, physiology, biochem- 
istry, pathology, toxicology, and pharmacology. 

The applicant who began a specialty training pro- 
gram in anesthesiology after January 1, 1951, and who 
has pursued a training program in anesthesiology other 
than a residency approved by the Board of Trustees of 
the American Osteopathic Association shall provide 
evidence to this Board that he has received satisfactory 
postgraduate training in the basic sciences, including 
anatomy, physiology, biochemistry, pathology, toxicol- 
ogy, and pharmacology. 

A minimum of 100 clock hours shall be required 
in the basic science training programs, subdivided as 
follows : 

a) A minimum of 10 clock hours each in the fol- 
lowing subjects: anatomy, physiology, biochemistry, 
pathology, toxicology, and pharmacology. 

b) The remainder of the minimum required hours 
may be taken in any of the subjects mentioned or in 
other basic sciences related to the specialty of anesthesi- 
ology. 

Those applicants who qualify must submit accept- 
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able documentary evidence, which may be further in- 
vestigated at the discretion of this Board, of having 
pursued this advanced training in colleges, laboratories, 
clinics, hospitals, or other facilities satisfactory to this 
Board. 

9. He shall provide evidence that he has practiced 
the specialty of anesthesiology for a period of at least 
2 years subsequent to the completion of the required 
minimum of 3 years of formal training, or its equiva- 
lent, prior to being examined. 

10. He shall provide evidence that he has adminis- 
tered a minimum of 1,250 anesthetics of a diversified 
nature. 

11. He shall demonstrate his fitness to take the 
examination in any other manner required by this 
Board. 


12. He shall present detailed case records, accept- 
able to this Board, of 25 major anesthetic procedures, 
using an outline furnished by this Board, which cor- 
relates the principal details of preoperative examina- 
tion, the reasons for selection and utilization of the 
anesthetic agents, operative and postoperative conduct 
of the anesthesia. 

13. He shall submit complete anesthetic case rec- 
ords and a report of pertinent factors where fatalities 
resulted within 24 hours in all patients anesthetized by 
the applicant during the 12-month period immediately 
prior to making application for examination by this 
Board. 

14. He shall submit a list of the anesthetics ad- 
ministered by him for the 12-month period immediately 
prior to making application, naming the type of opera- 
tion, the hospital in which the operation was per- 
formed, the patient’s initials, the hospital case number, 
the name of the surgeon, the anesthetics administered, 
and the case termination. This list shall be certified by 
the administrator of the hospital in which the anes- 
thetics were administered. 

15. He shall submit a segregated total of all anes- 
thetics administered in the 3-year period prior to mak- 
ing application, thereby showing the variety of agents 
and methods of anesthesia. 

16. In the case of any applicant who was engaged 
in the practice of anesthesiology by 1939, or prior 
thereto, and who graduated prior to 1936, and who 
meets the general requirements stated in Article IV, 
Section 1, a), b), c), d), and e) of the Bylaws, and 
who has maintained appropriate activity in American 
Osteopathic Association organizational work, specialty 
societies, hospital staff work, the pursuit of periodic 
postgraduate work, contributions to professional litera- 
ture or otherwise has indicated his consistent interest 
and competence in the field of anesthesiology, the re- 
quirements of Article IV, Section 1, f) and h) of the 
Bylaws may be waived and the applicant may be rec- 
ommended for certification after passing an appropriate 
oral and/or clinical examination. The final date for 
accepting applications under this classification shall be 
May 1, 1961. 


AMERICAN OSTEOPATHIC BOARD 
OF DERMATOLOGY 
Donald L. Gardner, Los Angeles, California 
Walter L. Willis, Conshohocken, Pennsylvania 


Sidney D. Rothman, Secretary-Treasurer, Los An- 
geles, California 
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DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board the 
following division of practice is defined: 

a. The practice of dermatology consists of the dj- 
agnosis and treatment of diseases peculiar to the in- 
tegument and its appendages in all its phases. 


REQUIREMENTS FOR CERTIFICATION 


Section 1. To be eligible to receive a certificate of 
specialization from the American Osteopathic Board of 
Dermatology, the applicant must meet all of the follow- 
ing minimum requirements, excepting as provided in 
Section 2 of this Article: 

(a) He must be a graduate of an approved osteo- 
pathic college. 

(b) He must be licensed to practice in the state 
or territory where he conducts his specialty practice. 

(c) He must have been a member in good stand- 
ing of the American Osteopathic Association and of his 
state or divisional society for a continuous period of at 
least 3 years immediately prior to application for ex- 
amination by this Board. 

(d) He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to this Board. If graduated in 1942 
or prior thereto, the applicant must have had training 
of value equivalent to that of an acceptable internship 
as determined by this Board. 

(e) He must be able to show evidence of con- 
formity to the standards set in the Code of Ethics of 
the American Osteopathic Association. 

(f) A period of not less than 3 years of special 
training related to the specialty shall be required, after 
the required 1 year of internship, or its equivalent, but 
not necessarily running 3 consecutive years. This Board 
may modify the requirement of 3 years’ special train- 
ing by allowing a credit of 1 year of special training for 
each 5 years of specialty practice for a total credit of 
not to exceed 2 years of the requirement, for physicians 
who graduated prior to 1946, but in no case may such 
applicant be accepted for examination without at least 
1 year of special training as defined. This training shall 
include : 

(1) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, and 
such other basic sciences as are necessary to a mature 
and comprehensive understanding of the prevention, 
diagnosis, therapy, and management of the disorders 
involved in the specialty. 

(ii) Active experience in the diagnosis and 
treatment in such amount and diversity that it will as- 
sure adequate training in the specialty. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by serving an acceptable as- 
sistantship to, or studying under the preceptorship of, 
a qualified specialist in this field, supplemented by pre- 
scone study conforming to a plan approved by this 
Board. : 


The minimum 3-year period of special training 
may be made up of varying combinations of the several 
types mentioned above, as determined by this Board. 
It shall be this Board’s duty to assist applicants in de- 
termining a suitable program of special training, but it 
is not this Board’s function to supply the training. This 
Board will recognize as proper institutions for securing 
this training those institutions which are approved for 
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special training by the approving agencies of the 
American Osteopathic Association, together with such 
others as this Board may determine to possess facilities 
and personnel adequate to provide proper training. 

(g) He must practice as a specialist in this field 
for a period of at least 2 years subsequent to the mini- 
mum 3 years of special training. Specialty practice 
within each specialty field under this Board shall be de- 
fined in the Regulations and Requirements of this 
Board. 

(h) Following satisfactory compliance with the 
prescribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to pass 
appropriate examinations planned to evaluate his under- 
standing of the scientific bases of the problems involved 
in the specialty, his familiarity with the current ad- 
vances in the specialty, the possession of sound judg- 
ment and of a high degree of skill in the diagnostic and 
therapeutic procedures involved in the practice of the 
specialty. Oral, written, and clinical examinations shall 
be conducted and required in the case of each applicant. 
The Board may conduct the oral and written examina- 
tions at the end of the required 3 years of special train- 
ing, but shall not conduct the practical or clinical ex- 
amination until the required 2 years of specialty practice 


‘have been completed. The members of this Board shall 


personally review, if not perform, the grading of each 
written examination. The conduct of the clinical ex- 
aminations may be delegated to committees of not fewer 
than two individuals maturely qualified in the specialty. 
A full description of the method of conducting the ex- 
amination shall be formulated in this Board’s Regula- 
tions and Requirements, and provision for re-examina- 
tion shall be made. 

(i) Applicants desiring examination for certifica- 
tion shall be required to file an application which shall 
set forth the applicant’s qualifications for examination 
as stated in paragraphs (a), (b), (c), (d), (e), (f), 
and (g) above. The procedure for filing applications 
shall be set forth in the Regulations and Requirements 
and no application for action at any annual meeting of 
the Board shall be accepted after April 1 of that year. 


Section 2. In the case of any applicant who was 
engaged in the practice of his specialty by 1939 or prior 


thereto, and who graduated prior to 1936 and who 


meets the general requirements stated in Section 1, (a), 
(b), (c), (d), and (e) above and has maintained ap- 
propriate activity in American Osteopathic Association 
organizational work, specialty societies, hospital staff 
work, the pursuit of periodic postgraduate work, con- 
tributions to professional literature or otherwise has 
indicated his consistent interest and competence in his 
specialty, the requirements of this Article 1V, Section 
1, paragraphs (f) and (h) may be waived, and he may 
be recommended for certification after passing an ap- 
propriate oral and/or clinical examination. The final 
date for accepting applications under this classification 
shall be May 1, 1961. 


Section 3. Subject to the recommendations of the 
Advisory Board for Osteopathic Specialists and to the 
approval of the Board of Trustees of the American 
Osteopathic Association, the American Osteopathic 
Board of Dermatology may require such further train- 
ing in each of the specialty fields coming under its 
jurisdiction as in its judgment such field may require, 
provided that the additional requirements for each spe- 
cialty field are clearly set forth in the Regulations and 
Requirements of this Board. Additions to requirements 
shall not go into effect until 1 year subsequent to the 
announcement of such change. 


Vow. 58, Mar. 1959 


AMERICAN OSTEOPATHIC BOARD 
OF INTERNAL MEDICINE 


Neil R. Kitchen, Chairman, Detroit, Michigan 

John L. Crowther, Vice Chairman, Bangor, Maine 

Basil Harris, Los Angeles, California 

Stuart F. Harkness, Des Moines, Iowa 

Maxwell R. Brothers, Los Angeles, California 

G. A. Whetstine, Wilton Junction, Iowa 

Earl F. Riceman, Philadelphia, Pennsylvania 

Charles M. Worrell, Harrisburg, Pennsylvania 

Glennard E. Lahrson, Secretary-Treasurer, Oak- 
land, California 


DEFINITION OF SPECIALTY PRACTICE 


The practice of internal medicine is devoted pri- 
marily to the application of subjective, objective, and 
laboratory procedures in studying and evaluating the 
affections, diseases, and functional disorders of the cir- 
culatory, respiratory, digestive, endocrine, metabolic, 
musculoskeletal, hematopoietic, and eliminative systems 
of the human body to: 

a. the correlation of data thus secured with clin- 
ical observations to reach diagnostic conclu- 
sions ; 

b. the management of cases within this field by 
the utilization of all nonsurgical measures ; 

c. assist in planning the therapeutic utilization 
of the technics of other specialty branches of 
medical and surgical practice in the care of 
patients. 

The practice of internal medicine does not include 
the treatment of the organs of special sense or the or- 
gans of the reproductive system, except as to their 
endocrine relations, and excludes the use of instru- 
mental procedures ordinarily performed by surgeons 
or surgical specialists. 


REQUIREMENTS FOR CERTIFICATION 


A. Educational Qualifications——To be eligible to 
receive a certificate of specialization from the American 
Osteopathic Board of Internal Medicine the applicant 
must meet all of the minimum requirements as set forth 
in the Bylaws of the American Osteopathic Board of 
Internal Medicine, Article IV, Sections 1, 2, and 3. 

The 3-year period of training related to the spe- 
cialty as required in the Bylaws, Article IV, Section 1, 
(f) is further defined: 

1. A period of not less than 3 years of special 
training related to this specialty shall be required, after 
the required 1 year of internship or its equivalent, but 
not necessarily running 3 consecutive years. This Board 
may modify the requirement of 3 years’ special training 
by allowing a credit of 1 year of special training for 
each 5 years of specialty practice for a total credit of 
not to exceed 2 years of the requirement for physicians 
who graduated prior to 1946, but in no case may such 
applicant be accepted for examination without at least 
1 year of special training as defined. 

A year of special training shall be interpreted to 
mean 12 months; a training hour is interpreted to mean 
a platform hour. This training shall include: 

1. Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, and 
such other basic sciences as are necessary to a mature 
and comprehensive understanding of the prevention, 
diagnosis, therapy, and management of the disorders 
involved in the specialty. _ 

2. Active experience in the diagnosis and treat- 
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ment in such amount and diversity that it will assure 
adequate training in the specialty. 

3. To obtain a mature and comprehensive under- 
standing of the Basic Sciences this Board recommends 
a minimum of 160 hours of basic science instruction 
on the graduate level, divided as follows: 


Anatomy ........-.-- 30 hours 
37 hours 
Biochemistry  ..............--.----- 15 hours 
Pharmacology ............-..----- 21 hours 


4. Didactic and clinical instruction to assure ade- 
quate training in this specialty is recommended in the 
various fields of internal medicine totaling 320 hours. 
This instruction must include cardiology, electrocar- 
diography, peripheral vascular diseases, medical dis- 
eases, diseases of the kidney, gastroenterology, met- 
abolic diseases, endocrinology, hematology, clinical pa- 
thology, respiratory diseases, diseases of the biliary 
system, musculoskeletal system, x-ray interpretation, 
ophthalmology, and osteopathic principles and thera- 
peutics, including materia medica as these relate to in- 
ternal medicine. 


5. The special training may be provided in col- 
leges, laboratories, clinics, hospitals, or other facilities 
satisfactory to this Board, which may include: 

a. Preceptorship—All preceptorship training 
programs must be approved by the Committee on Ac- 
creditation of Postgraduate Training and the Board of 
Trustees of the American Osteopathic Association on 
recommendation of this Board. The preceptorship 
training program shall be full time for a period of 3 
years, but not necessarily running 3 consecutive years. 
The preceptorship training program shall be previously 
submitted to and approved by the Committee on Ac- 
creditation of Postgraduate Training of the American 
Osteopathic Association and the Board of Trustees of 
the American Osteopathic Association on recommenda- 
tion of this Board. The preceptor and trainee must 
likewise be qualified and approved by the above agen- 
cies. The trainee shall not maintain an independent 
practice. 

b. Full-time Assistantship—tThe assistantship 
must extend for a minimum period of 3 years to a 
certified internist acceptable to this Board. A full ex- 
planation of the scope and diversity of practice, to- 
gether with any other information that may be from 
time to time requested, shall be presented to this Board 
for approval. 

c. Residency.—Full-time residency in internal 
medicine shall be in a hospital approved for resident 
training by the Bureau of Hospitals of the American 
Osteopathic Association. Appropriate credit toward 
the special training requirement of this Board shall be 
allowed for full-time approved residencies of 1, 2, or 3 
years in internal medicine. 

6. It shall be this Board’s duty to assist applicants 
in determining a suitable program of special training, 
but it is not this Board’s function to supply the train- 
ing. This Board will recognize as proper institutions 
for securing this training those institutions which are 

approved for special training by the approving agencies 
of the American Osteopathic Association, together with 
such others as this Board may determine to possess fa- 
cilities and personnel adequate to provide proper train- 
ing. An affidavit shall be furnished upon the request 
of this Board. 

B. Membership Requirements——Membership qual- 
ifications are those as stated in the Bylaws of the 
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American Osteopathic Board of Internal Medicine, Ap 
ticle IV, Section 1, (c). 

C. Graduation Requirements.—The graduation re. 
quirements with exceptions are those as stated in the 
Bylaws of the American Osteopathic Board of Internal 
Medicine, Article IV, Section 2. 


D. Years of Specialty Practice Required.—The 
applicant must have practiced as a specialist in the field 
of internal medicine for a period of at least 2 years 
subsequent to the minimum of 3 years of special train- 
ing, as defined by this Board, before he is eligible for 
clinical examination. 


E. Percentage of Practice in Internal Medicine — 
The applicant is expected to have practiced according 
to the “Definition of the Practice of Internal Medicine” 
as printed in the Regulations and Requirements of the 
American Osteopathic Board of Internal Medicine, 
Part II, 1. An affidavit shall be furnished on request 
of the Board. 


F. Case Records.—Specially prepared case records 
for presentation to this Board are not required; how- 
ever, during the investigation by the Credentials Com- 
mittee the applicant’s office and/or hospital records 
shall be made available on request of the Committee. 
Such original records are not to be removed from the 
office or hospital. 


G. Copy of Published Articles —Authenticated 
copies of published articles are to be furnished on re- 
quest of the Credentials Committee. No thesis is re- 
quired. 


H. Privilege of Re-Examination—No applicant 
will be re-examined within a period of 1 year following 
an initial failure. Re-application will be necessary to 
retake the examination. If the applicant fails the sec- 
ond examination, a 2-year period of further special 
study and practice satisfactory to the American Osteo- 
pathic Board of Internal Medicine is required. A re- 
application will be necessary to retake the examination 
after the second failure. 


AMERICAN OSTEOPATHIC BOARD * 
OF NEUROLOGY AND PSYCHIATRY pe 


K. Grosvenor Bailey, Chairman, Los Angeles, 
California 

Cecil Harris, Vice Chairman, Philadelphia, Penn- 
sylvania 

Thomas J. Meyers, Los Angeles, California 

Floyd E. Dunn, Secretary-Treasurer, Kansas City, 
Missouri 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board, 
the following divisions of practice are defined: 

a. The specialty of neurology shall consist of that 
division of the practice of osteopathic medicine em- 
bracing disorders of the organic nervous system. It 
shall include all diagnostic procedures and examination 
technics giving an understanding of the problems in- 
volved. Included will be conditions affecting the periph- 
eral nerves, as well as the brain and central nervous 
system, the autonomic nervous system, and endocrine 
syndromes, and specific conditions such as epilepsy, mi- 
graine, tics, etc., are included. It does not include neu- 
rosurgery. 

b. The specialty of psychiatry includes that divi- 
sion of the practice of osteopathic medicine involving 
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functional and organic disturbances of the mind, emo- 
ions, and nervous system. It includes personality prob- 
lems, addictions, behavior difficulties, insanities, marital 
roblems, and sexual and social anomalies. It covers 
counseling and psychotherapy in all its.aspects, as well 
as diagnostic methods leading to an understanding of 
the dynamics of the mind. It includes legal and child 
psychiatry and the field of psychosomatics. It includes 
electroshock, hydrotherapy, electronarcosis, and other 
physical modalities applied to the treatment of the 
mentally ill. It does not include neurosurgery. 
"¢, The specialty of neurology and psychiatry in- 
cludes all of the divisions of osteopathic medicine as 
combined with the definitions of the specialty of neu- 
rology and the specialty of psychiatry, as stated in a. 
and b. above. 

Note: For the definition of neurosurgery and for 
the requirements, see American Osteopathic Board of 


Surgery. 


REQUIREMENTS FOR CERTIFICATION 


Sec. 1. To be eligible to receive a certificate of 
specialization from the American Osteopathic Board of 
Neurology and Psychiatry the applicant must meet all 
of the following minimum requirements, excepting as 
provided in Article IV, Section 3 and Section 4 of the 
Bylaws: 

(a) He must have graduated from an approved 
osteopathic college. 

(b) He must be licensed to practice in the state 
or territory where he conducts his specialty practice. 

(c) He must have been a member in good 
standing of the American Osteopathic Association and 
of his state or divisional society for a continuous period 
of at least 3 years immediately prior to application for 
examination by this Board. 

(d) He must have satisfactorily completed an 
internship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to this Board. If graduated in 1942 
or prior thereto, the applicant must have had training 
of value equivalent to that of an acceptable internship 
as determined by this Board. 

(e) He must be able to show evidence of con- 
formity to the standards set in the Code of Ethics of 
the American Osteopathic Association. 

(f) A period of not less than 3 years of spe- 
cial training related to the specialty shall be required, 
after the required 1 year of internship, or its equiva- 
lent, but not necessarily running 3 consecutive years. 
This Board may modify the requirement of 3 years’ 
special training by allowing a credit of 1 year of spe- 
cial training for each 5 years of specialty practice for 
a total credit of not to exceed 2 years of the require- 
ment, for physicians who graduated prior to 1946, but 
in no case may such applicant be accepted for examina- 
tion without at least 1 year of special training as de- 
fined. For certification in neurology and psychiatry, 
the training period shall be not less than 5 years. This 
training shall include: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, and 
such other basic sciences as are necessary to a mature 
and comprehensive understanding of the prevention, 
diagnosis, therapy, and management of the disorders 
involved in the specialty. 

(ii) Active experience in the diagnosis and 
treatment in such amount and diversity that it will as- 
sure adequate training in the specialty. 

The 3-year period of special training as required 
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in Section 1, (f), above, 1s turther defined: 
1. For certification in Neurology the following 
shall be included in an acceptable training program, 
residency, or preceptorship : 
The amount of time of training shall total 3 calen- 
dar years or 6,000 clock hours and shall include: 
Basic Science 100 clock hours 
Psychiatry and Psychology....500 clock hours 


Neurological Surgery 
500 clock hours 


Observation 
Didactic Courses 500 clock hours © 
A maximum of 1,000 hours may be granted for case 
reports, 2 hours being allowed for each. A maximum 
of 500 such reports may be presented. Such reports 
may be considered if they are submitted in an ap- 
proved form and signed by the preceptor. Each report 
must include sufficient information to adequately de- 
scribe the problem, support of diagnosis, data for dif- 
ferential diagnostic study, an estimate of the prognosis, 
and a suggested plan of treatment. Clinical training 
shall include: Electroencephalography, electromyog- 
raphy, reactions of degeneration, neuro-ophthalmos- 
copy, spinal taps, cisternal puncture, encephalography, 
ventriculography, stellate ganglion blocks, angiography, 
myelography, and autopsy studies. The amount of 
clinical training shall be 3,400 clock hours. Further- 
more, the clinical material utilized must include a 
sampling of: Degenerative diseases, traumatic condi- 
tions, convulsive disorders, infective and toxic prob- 
lems, neoplasms of the nervous system, deficiency 
states, cerebro-vascular problems, and geriatric and 
pediatric neurology. 
2. For certification in Psychiatry the following 
shall be included in an acceptable training program, 
residency, or preceptorship: 
The amount of time of training shall total 3 cal- 
endar years or 6,000 clock hours and shall include: 
Psychological Subjects, including 


Testing ..... 500 clock hours 
Neurology and Neurological 
Subjects 500 clock hours 


Basic Science 100 clock hours 
A maximum of 1,000 hours may be granted for case 
reports, 2 hours being allowed for each. A maximum 
of 500 such reports may be presented. Such reports 
may be considered if they are submitted in an ap- 
proved form and signed by the preceptor. Psycho- 
analysis to which the applicant has submitted himself 
for treatment or for training will be credited for a 
maximum amount of 200 clock hours. The training 
program for certification in Psychiatry shall be pri- 
marily of a clinical nature and must be conducted as 
actual contact with patients under supervision. The 
full range of psychiatric conditions shall include: 
Functional psychotics, neuroses of all kinds, sexual 
aberrations, organic mental conditions, geriatric psy- 
chiatry, pediatric psychiatry, marital problems, neuro- 
logic psychiatry, psychosomatics, mental deficiency, 
epilepsy, narcolepsy, alcoholism, psychopathic person- 
alities, syphilis of the nervous system, and legal psy- 
chiatry. In addition, the applicant shall acquire 
familiarity with the theory of Psychiatry and the tech- 
nics of: Electro-shock treatment, physiotherapy in 
psychiatry, hydrotherapy in psychiatry, pharmacology 
in psychiatry, dietetics in psychiatry, occupational ther- 
apy,. psychotherapy (at least an operational ability), 
hypnosis and suggestion, child guidance, marital coun- 
seling, elementary psychological testing, and psychi- 
atric examination procedure. Only work done in clin- 
ically oriented disciplines will be credited. The policy 
of this Board is to scrutinize critically all preceptor 
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training programs in psychiatry because of its limita- 
tions and its questionable value. Unapproved precep- 
tor training programs will not be recognized by this 
Board. The minimum amount of clinical training shall 
be 3,400 clock hours. 

3. For certification in Neurology and Psychiatry 
an acceptable training program shall consist of a mini- 
mum of 5 years’ full-time training or a total of 10,000 
clock hours. This training shall consist of 2 years 
devoted exclusively to the study of Neurology and 2 
years devoted exclusively to the study of Psychiatry 
and 1 year of study which shall include material from 
both fields and the Basic Sciences. 

A holder of a certificate in Neurology or a holder 
of a certificate in Psychiatry shall be required to com- 
plete a minimum of 2 years’ additional training to 
qualify for a certificate in Neurology and Psychiatry. 
The required 2 years’ additional training program must 
be approved by the American Osteopathic Board of 
Neurology and Psychiatry. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by serving an acceptable as- 
sistantship to or studying under the preceptorship of 
a qualified specialist in this field, supplemented by pre- 
scribed study conforming to a plan approved by this 
Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the sev- 
eral types mentioned above, as determined by this 
Board. It shall be this Board’s duty to assist applicants 
in determining a suitable program of special training, 
but it is not this Board’s function to supply the train- 
ing. This Board will recognize as proper institutions 
for securing this training those institutions which are 
approved for special training by the approving agencies 
of the American Osteopathic Association, together with 
such others as this Board may determine to possess 
facilities and personnel adequate to provide proper 
training. 

(g) He must practice as a specialist in his field 
for a period of at least 2 years subsequent to the mini- 
mum 3 years of special training. At least 80 per cent 
of the applicant’s practice must be in the specialty field. 

(h) Following satisfactory compliance with the 
prescribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to pass 
appropriate examinations planned to evaluate his un- 
derstanding of the scientific bases of the problems in- 
volved in the specialty, his familiarity with the current 
advances in the specialty and the possession of sound 
judgment and of a high degree of skill in the diagnos- 
tic and therapeutic procedures involved in the practice 
of the specialty. Oral, written, and clinical examina- 
tions shall be conducted and required in the case of 
each applicant. This Board may conduct the oral and 
written examinations at the end of the required 3 years 
of special training, but shall not conduct the practical 
or clinical examination until the required 2 years of 
specialty practice have been completed. The members 
of this Board shall personally review, if not perform, 
the grading of each written examination. The conduct 
of the clinical examinations may be delegated to com- 
mittees of not fewer than two individuals maturely 
qualified in the specialty. A full description of the 
method of conducting the examination shall be formu- 

lated in this Board’s Regulations and Requirements, 
and provision for re-examination shall be made. 

Sec. 2. In the case of any applicant who was en- 
gaged in the practice of his specialty by 1939, or prior 
thereto, and who graduated prior to 1936, and who meets 
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the general requirements stated in Section 1, (a), (b) 
(c), (d), and (e) above and has maintained appro. 
priate activity in American Osteopathic Association 
organizational work, specialty societies, hospital staf 
work, the pursuit of periodic postgraduate work, con. 
tributions to professional literature, or otherwise has 
indicated his consistent interest and competence in his 
specialty, the requirements of Article IV, Section 1, 
paragraphs (f) and (h) may be waived, and he may 
be recommended for certification after passing an ap. 
propriate oral and/or clinical examination. The final 
date for accepting applications under this classification 
shall be May 1, 1961. 

Sec. 3. Subject to the recommendations of the 
Advisory Board for Osteopathic Specialists and to the 
approval of the Board of Trustees of the American 
Osteopathic Association, the American Osteopathic 
Board of Neurology and Psychiatry may require such 
further training in each of the specialty fields coming 
under its jurisdiction as in its judgment such field may 
require, provided that the additional requirements for 
each specialty field are clearly set forth in the Regula- 
tions and Requirements of this Board. Additions to 
requirements shall not go into effect until 1 year subse- 
quent to the announcement of such change. 


AMERICAN OSTEOPATHIC BOARD 
OF OBSTETRICS AND GYNECOLOGY 


Frank E. Gruber, Chairman, Philadelphia, Penn- 
sylvania 

Kenneth A. Scott, Vice Chairman, Providence, 
Rhode Island 


Homer R. Sprague, Lakewood, Ohio 
Arthur B. Funnell, Denver, Colorado 
Dorothy J. Marsh, Glendale, California 
Charles J. Mount III, Burbank, California 
A. J. Still, Flint, Michigan 

Maurice C. Kropf, Orrville, Ohio 


Jacquelin Bryson, Secretary-Treasurer, Denver, 
Colorado 


DEFINITION OF SPECIALTY PRACTICE 

a. Obstetrics: The practice of obstetrics shall be 
defined as the diagnosis and management of all states 
presented in cases of pregnancy from the time of con- 
ception through the postpartum period by use of any 
or all means excepting those involving laparotomy or 
vaginal cesarean section. 

b. Gynecology: The practice of gynecology shall be 
defined as the diagnosis and treatment of diseases pe- 
culiar to the female, and because of the close relation- 
ship does not exclude affections of the mammary gland 
and urinary tract in the female, but does exclude all 
major surgical procedures. 

(1) The surgical procedures 
Gynecology are: 

(a) Cervical cautery, conization, and biopsy 

(b) Endometrial biopsy 

(c) Diagnostic dilatation and curettage 

(d) Hysterosalpingographies and tubal insuffla- 
tions 

(e) Incision of superficial abscesses 

(f) Biopsy and excision of superficial tumors 
of the vulva 

(g) Female circumcision 


included under 
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(h) Breast biopsies 
c, Obstetrical-Gynecological Surgery: The prac- 
fice of obstetrical-gynecological surgery shall consist 
of and include that branch of medical science, art, and 
practice which is concerned with major operative pro- 
ures : 
vas (1) Within the abdomen and pelvis upon the fe- 
male generative system or structures related 
thereto ; 
(2) Major plastic procedures upon the vaginal 
tract by manual and instrumental means; 
(3) And mammary gland. 


REQUIREMENTS FOR CERTIFICATION 

To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of Obstet- 
rics and Gynecology the applicant must meet all of the 
following minimum requirements: 

a. He must be a graduate of an approved osteo- 
pathic college. 

b. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

c. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of 
at least 3 years prior to application for examination by 
this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to this Board. If graduated in 
1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board. 

e. He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

f. A period of not less than 3 years of special 
training related to the specialty shall be required, after 
the required 1 year of internship, or its equivalent, but 
not necessarily immediately following the internship 
nor running 3 consecutive years, except that in the 
case of applicants who graduated prior to 1946, this 
Board may modify the requirement of 3 years of 
special training by allowing a credit of 1 year of special 
training for each 5 years of specialty practice for a 
total credit of not to exceed 2 years of the requirement, 
but in no case may such an applicant graduated prior 
to 1946 be accepted for examination without at least 


.1 year of special training as defined. This training 


shall include: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the pre- 
vention, diagnosis, therapy, and management of the 
disorders involved in the specialty. 

A minimum of 100 clock hours shall be required 
in the basic science training programs, subdivided as 
follows: 

(a) A minimum of 10 clock hours each in the 
following subjects: Anatomy, physiology, biochemis- 
try, pathology, and pharmacology. 

(b) The remainder of the minimum required 
hours may be taken in any of the subjects mentioned 
or in other basic sciences related to the specialty. 

(ii) Active experience in diagnosis and treat- 
ment in such amount and diversity that it will assure 
adequate training in the specialty. 

The special training may be provided in colleges, 
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laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by serving an acceptable as- 
sistantship to or studying under the preceptorship of a 
qualified specialist in this field, supplemented by pre- 
scribed study conforming to a plan approved by this 
Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the sev- 
eral types mentioned above, as determined by this 
Board. 

It shall be this Board’s duty to assist applicants in 
determining a suitable program of special training, but 
it is not this Board’s function to supply the training. 

This Board will recognize as proper institutions 
for securing this training those institutions which are 
approved for special training in Obstetrics and Gyne- 
cology and Obstetrical-Gynecological Surgery by the 
approving agencies of the American Osteopathic Asso- 
ciation, together with such others as this Board may 
determine to possess facilities and personnel adequate 
to provide proper training. 

This Board will also recognize as proper institu- 
tions for securing this training those institutions which 
are approved for special training in general or gyne- 
cological surgery by the approving agencies of the 
American Osteopathic Association, provided that the 
total 3-year training period includes the required train- 
ing in Obstetrics and Gynecology and Obstetrical- 
Gynecological Surgery, together with such others as 
this Board may determine to possess facilities and per- 
sonnel adequate to provide proper training. 

g. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the minimum 
3 years of special training as defined by this Board 
prior to being examined. 

h. Thesis: 

1. The applicant shall submit a thesis which 
shall be a report of an original investigation in the 
specialty field by the applicant or a review of the 
literature to which the applicant shall add personal ex- 
periences referable to the subject matter. This Board 
may accept a previously published article on a sub- 
ject in the specialty fields covered by this Board. Grad- 
ing of the article will be based on English composition 
and neatness as well as upon the subject matter. 

2. Unacceptable Case Records and Thesis 

This Board reserves the right to refuse for 
credit any case record or records or any thesis if, in 
its judgment, they do not conform to the standards 
previously mentioned. 

i. Following satisfactory compliance with the pre- 
scribed requirements as to special training and special- 
ty practice, the applicant shall be required to pass ap- 
propriate examinations planned to evaluate his under- 
standing of the scientific bases of the problems in- 
volved in the specialty, his familiarity with the current 
advances in the specialty, and the possession of sound 
judgment and of a high degree of skill in the diagnos- 
tic and therapeutic procedures involved in the practice 
of his specialty. Oral, written, and clinical examinations 
shall be conducted and required in the case of each 
applicant. The members of this Board shall personally 
review, if not perform, the grading of each written 
examination. The conduct of the clinical examinations 
may be delegated to committees of not fewer than two. 
individuals maturely qualified in the specialty. 

j. Modification of requirements : 

In the case of any applicant who was engaged 
in the practice of his specialty by 1939, or prior there- 
to, and who graduated prior to 1936, and who meets 
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the general requirements stated in Article 1V, Section 
1, (a), (b), (c), (d), and (e) of the Bylaws of this 
Board, and ‘has maintained appropriate activity in 
American Osteopathic Association organizational work, 
specialty societies, hospital staff work, the pursuit of 
periodic postgraduate work, contributions to profes- 
sional literature, or otherwise has indicated his con- 
sistent interest and competence in his specialty field, 
the requirements of Article IV, Section 1, paragraphs 
(f) and (h) of the Bylaws of this Board may be 
waived and he may be recommended for certification 
after passing an appropriate oral and/or clinical ex- 
amination. The final date for accepting applications 
under this classification shall be May 1, 1961. 


REQUIREMENTS FOR CERTIFICATION IN 
OBSTETRICS AND GYNECOLOGY 

1. Percentage of practice in the field covered by 
this specialty shall be not less than 60 per cent. The 
applicant must supply a notarized affidavit of the fore- 
going. 

2. The applicant shall furnish an affidavit of 
having been first assistant to a qualified specialist in 
the management of not less than 50 pathological pelvic 
deliveries as encountered during his assistantship, and 
200 cases of a gynecological nature. 

3. The applicant must show notarized documented 
evidence of handling, on his own responsibility, not 
less than 25 pathological pelvic deliveries and such 
other nonpathological deliveries as were encountered 
in the practice of the specialty. 

4. The applicant must show notarized documented 
evidence of handling, as a responsible physician, 100 
gynecological cases in which he shall have (a) made a 
complete examination, including laboratory studies; 
(b) determined a diagnosis; (c) recommended a gyne- 
cological or obstetrical-gynecological surgical treat- 
ment; (d) observed or participated in a surgical cor- 
rection of a pathology found, or performed the 
gynecological or obstetrical-gynecological sttrgical treat- 
ment; and (e) followed the patient through her con- 
valescence to recovery. A reasonable proportion of 
obstetrical-gynecological surgical and gynecological 
cases shall be included. 

5. The applicant shall send to the Secretary-Treas- 
urer of this Board authentic copies of 15 pathological 
obstetrical case records, and 10 complicated gyneco- 
logical case records. The applicant must file an affi- 
davit certifying that the records are exact copies of 
authentic records in his files, and that he personally 
cared for the cases presented. All records must be pre- 
sented in printed form. The obstetrical case records 
must’ include a history, physical examination, routine 
and special laboratory examinations, antepartum, labor, 
delivery, and postpartum progress records of sufficient 

quality to clearly reflect the detailed management of 
the case to the time of dismissal. The gynecological 
case records shall include history, physical examina- 
tion, routine and special laboratory examinations, diag- 
nosis, detailed treatment notes, progress notes, and case 
summary. 


REQUIREMENTS FOR CERTIFICATION IN 
OBSTETRICAL-GYNECOLOGICAL SURGERY 
1. Percentage of practice by the applicant in the 
Obstetrical-Gynecological Surgical phases shall not be 
less than 75 per cent. The applicant must supply a 
notarized affidavit of the foregoing. 
2. The applicant shall furnish an affidavit of 
having been first assistant to a qualified specialist in 
the management of not less than 50 pathological pelvic 
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deliveries and such other nonpathological deli. eries 
were encountered during his assistantship. 

3. The applicant must show notarized documenta 
evidence of handling on his own responsibility not less 
than 25 pathological pelvic deliveries and such other 
nonpathological deliveries as were encountered in the 
practice of the specialty. 

4. He shall have assisted in the performance of 
not less than 400 major surgical operations, 200 of 
which must be of a major obstetrical-gynecological 
nature. Not more than 25 per cent of any one surgical 
procedure shall be permitted for accreditation towards 
the required number of operative assistantships. 

5. He shall have performed a minimum of 209 
major surgical operations in which he was the respon- 
sible surgeon, 100 of which must be of a major ob- 
stetrical-gynecological nature. Not more than 25 per 
cent of any one surgical procedure shall be permitted 
for accreditation towards the required number of 
operative procedures performed on his own respon- 
sibility. 

6. The applicant shall send to the Secretary-Treas- 
urer of this Board authentic copies of 25 case records 
of major obstetrical-gynecological surgical procedures, 
The applicant must file an affidavit certifying that the 
records are exact copies of authentic records in his 
files and that he personally cared for the cases pre- 
sented. All records must be presented in printed form. 
The case records must include a history, physical ex- 
amination, all preoperative diagnostic procedures, 
operating technique, surgical findings, progress notes, 
pathological reports, and case summary up to the date 
of discharge from his care. 

7. These records become the property of this 
Board and shall be placed on file with the Secretary- 
Treasurer of this Board for a minimum of 3 years. 

8. He shall demonstrate his fitness to take the ex- 
amination in any other manner required by this Board. 


AMERICAN OSTEOPATHIC BOARD 
OF OPHTHALMOLOGY AND 
OTORHINOLARYNGOLOGY 


Clarence M. Mayberry, Chairman, East Liver- 
pool, Ohio 

C. L. Attebery, Vice Chairman, Kirksville, Mis- 
souri 

J. Ernest Leuzinger, Philadelphia, Pennsylvania 

Ward G. DeWitt, Long Beach, California 

Richard J. Murphy, Detroit, Michigan 

Ralph S. Licklider, Secretary-Treasurer, Colum- 
bus, Ohio 

Clifford C, Foster, Executive Secretary, Lake- 
wood, Ohio 


DEFINITION OF SPECIALTY PRACTICE 

Sec. 1. For the purpose of the operation of this 
Board, the following divisions of practice are defined: 

(a) The practice of ophthalmology shall consist 
of the diagnosis and treatment of the disorders and 
diseases of the eye and its adnexa, including refrac- 
tion. 

(b) The practice of otorhinolaryngology shall in- 
clude the diagnosis and treatment of disorders and 
diseases of the ear, nose, and throat. It may include 
such other specialties as have a definite relationship to 
otorhinolaryngology. 
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(c) The practice of orofacial plastic surgery shall 
include the diagnosis, medical and surgical treatment 
and repair of developmental, congenital and acquired 
deformities of the mouth and face, to include the entire 
area of the head and neck. 


REQUIREMENTS FOR CERTIFICATION 


Sec. 1. To be eligible to receive a certificate of 
specialization from the American Osteopathic Board 
of Ophthalmology and Otorhinolaryngology the appli- 
cant must meet all of the following minimum require- 
ments, excepting as provided in Section 3 and Section 
4 of this Article: 

(a) He must be a graduate of an approved osteo- 
pathic college. - 

(b) He must be licensed to practice in the state 
or territory where he conducts his specialty practice. 

(c) He must have been a member in good stand- 
ing of the American Osteopathic Association -and of 
his state or divisional society for a continuous period 
of at least 3 years immediately prior to application for 
examination by this Board, and, if successful in pass- 
ing his examination, he shall remain a member in good 
standing in the American Osteopathic Association and 
in his state or divisional society. 

(d) He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion, or satisfactory to the American Osteopathic 
Board of Ophthalmology and Otorhinolaryngology. If 
the applicant was graduated in 1942, or prior thereto, 
he must furnish evidence of training of equal value 
satisfactory to the American Osteopathic Board of 
Ophthalmology and Otorhinolaryngology. 

(e) He shall be, and if certified continue to be, 
favorably known and recognized in his community and 
by his clientele as an osteopathic physician who is spe- 
cializing in the practice of ophthalmology and/or 
otorhinolaryngology, in orofacial plastic surgery, or a 
specialty coming under the jurisdiction of this Board. 
He must be able to show evidence of conformity to the 
standards set in the Code of Ethics of the American 
Osteopathic Association. 

(f{) He must provide notarized documentary evi- 
dence of a minimum of 3 years of special training in 
ophthalmology and/or otorhinolaryngology, or in oro- 
facial plastic surgery, after the required 1 year of in- 
ternship, or its equivalent, but not necessarily running 
3 consecutive years. In the case of applicants who 
graduated prior to 1946, this Board may modify the 
requirement of 3 years of special training by allowing 
a credit of 1 year of special training for each 5 years 
of specialty practice, for a total of not to exceed 2 
years of the requirement, but in no case may such ap- 
plicant be accepted for examination without at least 
1 year of special training. This training shall include: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the pre- 
vention, diagnosis, therapy, and management of the 
disorders involved in the specialty. 

(ii) Active experience in the diagnosis and 
treatment in such amount and diversity that it will as- 
sure adequate training in the specialty. — 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by serving an acceptable 
assistantship to or studying under the preceptorship of 
a qualified specialist in this field, supplemented by pre- 
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scribed study conforming to a plan approved by this 
Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the sev- 
eral types mentioned above, as determined by this 
Board. 

(a) The training may consist of a 5-year as- 
sistantship to a certified specialist approved by this 
Board and by the approving agencies of the American 
Osteopathic Association, during which time he shall 
have assisted in at least 300 major surgical operations 
and shall have devoted at least 50 per cent of his time 
to the training program, followed by at least 2 years 
of successful specialty practice. 

(b) The training may consist of 3 years of 
full-time assistantship to a certified specialist approved 
by this Board, and by the approving agencies of the 
American Osteopathic Association, in both hospital 
and office practice, followed by at least 2 years of suc- 
cessful specialty practice. 

(c) The training may consist of an approved 
hospital residency in the specialty of not less than 
2 years’ time, followed by 2 years’ assistantship to a 
certified specialist approved by this Board and 2 years 
of successful specialty practice. 

It shall be this Board’s duty to assist applicants 
in determining a suitable program of special training, 
but it is not this Board’s function to supply the train- 
ing. This Board will recognize as proper institutions 
for securing this training those institutions which are 
approved for special training by the approving agen- 
cies of the American Osteopathic Association, together 
with such others as this Board may determine to pos- 
sess facilities and personnel adequate to provide proper 
training. 

(g) He shall provide notarized documentary evi- 
dence that he has performed 100 major surgical opera- 
tions in which he was the responsible surgeon. 

(h) He shall present detailed case records ac- 
ceptable to the American Osteopathic Board of Oph- 
thalmology and Otorhinolaryngology of twenty-five 
major procedures in which he was the responsible sur- 
geon, and handled within the, past 5 years. These 
records shall include history, physical examination, 
routine laboratory work, special laboratory work, pre- 
operative diagnosis, detailed findings, detailed operative 
procedure, postoperative diagnosis, the progress notes, 
gross and histological description and diagnosis of ex- 
cised tissue, and a case summary. 

(i) An applicant for certification by this Board 
who graduated prior to 1936, and who was engaged in 
the practice of his specialty by 1939 or prior thereto, 
and who meets the general requirements stated in Sec- 
tion 1, (a), (b), (c), and (d), and who has main- 
tained appropriate activity in American Osteopathic 
Association organizational work, specialty societies, 
hospital staff work, the pursuit of periodic postgradu- 
ate work, contributions to professional literature, or 
otherwise has indicated his consistent interest and com- 
petence in his specialty, the requirements of this article, 
Section 1, paragraphs (f) and (h) may be waived, 
and he may be recommended for certification after 
-passing an appropriate oral and/or clinical examina- 
tion. The final date for accepting applications under 
this classification shall be May 1, 1961. 

(j;) As a primary prerequisite for certification in 
a specialty under the jurisdiction of this Board, the ap- 
plicant must show evidence of a well-developed under- 
standing of the osteopathic principles and a demon- 
strated ability to apply these principles. 
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AMERICAN OSTEOPATHIC BOARD 
OF PATHOLOGY 


Norman W. Arends, 
Woods, Michigan 

Dorsey A. Hoskins, Vice Chairman, Kansas City, 
Missouri 

Boyd B. Button, Portland, Maine 

William J. Loos, Detroit, Michigan 

W. Harriet Davis, Burbank, California 

O. Edwin Owen, Secretary-Treasurer, Philadel- 
phia, Pennsylvania 


Chairman, Huntington 


DEFINITION OF SPECIALTY PRACTICE 


Sec. 1. For the purpose of the operation of this 
Board the following divisions of practice are defined: 

(a) The practice of clinical pathology shall con- 
sist of and include all phases of general clinical labora- 
tory work, hematology, bacteriology, mycology, parasi- 
tology, serology, toxicology, and applied biochemistry. 

(b) The practice of anatomic pathology shall con- 
sist of and include all aspects of histopathology, surgi- 
cal pathology, autopsy surgery, and their teaching. 

(c) The practice of pathology shall consist of and 
include surgical pathology, autopsy surgery, histopa- 
thology and clinical pathology. 


REQUIREMENTS FOR CERTIFICATION 


Each applicant for examination for certification in 
clinical pathology or pathology, or any specialty coming 
under the jurisdiction of the American Osteopathic 
Board of Pathology, must present evidence that he has 
met the following minimum requirements. 

a. Educational qualifications 


1) An applicant must be a graduate of an 
osteopathic college approved by the American Osteo- 
pathic Association. 

2) Internship 

a) One year of internship, preferably a 
rotating internship, in a hospital approved for intern 
training by the American Osteopathic Association, or 
under exceptional circumstances other equivalent in- 
stitutional training. for a period of 1 year satisfactory 
to this Board. 

b) An internship of 9 months shall consti- 
tute a recognized full internship if served during 
World War II as prescribed by the Selective Service 
Board and when such internships were recognized by 
the American Osteopathic Association as full intern- 
ships. 

c) If graduated in 1942 or prior thereto, 
the applicant must have had experience and/or train- 
ing equivalent to that of an acceptable internship, as 
determined by this Board. 

3) Special training 

a) Pathology 

A period of not less than 3 years of special train- 
ing is required, after the required 1 year of internship 
or its equivaient as defined above (a, 2), but not neces- 
sarily immediately following the internship nor run- 
ning 3 consecutive years. 

b) Clinical pathology 

A period of not less than 3 years of special train- 
ing is required, after the required 1 year of internship 
or its-equivalent as defined above (a, 2), but not neces- 
sarily immediately following the internship nor run- 
ning 3 consecutive years. 
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c) Institutions approved for special train. 


ing 

(1) This Board shall accept special 
training in pathology or clinical pathology in instity. 
tions which meet the Board’s requirements and are ap- 
proved for the specific special training by the approy. 
ing agencies of the American Osteopathic Association, 

(2) This Board requires that the labo- 
ratory be under the personal direction of a specialist in 
pathology (or for clinical pathology, a specialist in 
clinical pathology) recognized by this Board as capable 
of proper and thorough teaching of the trainee. He 
need not be certified but certification in the specialty is 
preferable. 

(3) The laboratory, to be satisfactory, 
must have an annual minimal volume as follows: 


2,000 determinations in hematology ; 

1,000 determinations in blood chemistry ; 

1,500 determinations in bacteriology, mycology, 
parasitology, and serology ; 

2,000 determinations in  urinanalyses, basal 
metabolism tests, electrocardiographs, gastric 
analyses, etc., and general miscellaneous labo- 
ratory work. 


In addition, for pathology, the following minimal 
volume is required: 


1,000 surgical-case tissues ; 

Postmortem examination of 35 per cent of the 
deaths in the hospital. A postmortem exami- 
nation constitutes at least a thorough exami- 
nation of the trunk in selected cases, addi- 
tional explorations of the head, extremities, 
spinal cord, etc. 


(4) The laboratory must have an ade- 
quate library in the specialty and in related sciences 
and fields of practice available to the trainee. 

(5) The approval of the laboratory is 
on an annual basis. 

(6) If a laboratory loses its status of 
approval, a trainee in that laboratory shall be given 
credit for the time spent in special training only during 
its period of approval. 

d) Programs of special training 

(1) The specia! training program must 
meet the minimum requirements established by the 
American Osteopathic Board of Pathology. 

(2) The special training program must 
be approved by the Bureau of Hospitals if the trainee 
is Classified as serving a residency. 

(3) The special training program must 
be approved by the Committee on Accreditation of 
Postgraduate Training of the Bureau of Professional 
Education and Colleges if it is other than a residency. 
This program may be: 

i) Fellowships: a graduate training 
program of a recognized college of osteopathy, 

ii) Preceptorships: training programs 
of a qualified individual, 

iii) Miscellaneous: other recognized 
postgraduate courses given by clinics, colleges, etc. 

(4) Residency training, fellowship train- 
ing, etc., may not be carried out simultaneously in the 
same laboratory. 

(5) The program must meet the require- 
ments to thoroughly train the individual in clinical 
pathology and/or pathology in all of the branches as 
defined in 1, a), b), above. 

(6) This Board requires the following 
minimum requirements for approval of a program: 
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(a) Pathology 
This special training shall include: 

1. One year’s clinical pathology train- 
ing subdivided as follows: 

i) 3 months’ hematology service ; 
ii) 3 months’ blood chemistry serv- 
ice ; 

iii) 3 months’ bacteriology, mycology, 

parasitology, and serology service ; 

iv) 3 months’ urinanalyses and mis- 

cellaneous tests and general labo- 
ratory work service. 

2. Two years’ tissue pathology and au- 

topsy surgery 
(b) Clinical pathology 
This special training shall include: 

1. One year’s service embracing the 
four divisions as stated above in 
(6), (a), 1; 

2. Two years in the laboratory. 

(c) A year is defined as 50 weeks of a 
minimum of 40 hours per week. 

(d) Attendance at periodic clinicopa- 
thologic seminars and/or submission of original theses, 
the number and character to be determined by the 
trainer. 


e) Status of the trainee 


(1) A resident training program comes 
under the jurisdiction of the Bureau of Hospitals of 
the American Osteopathic Association. It is defined 
as a full-time training period appropriate to the spe- 
cialty and of not less than 1 year’s duration spent in 
an approved osteopathic hospital. 

(2) Fellowship training programs come 
under the jurisdiction of the Committee on Accredita- 
tion of Postgraduate Training of the Bureau of Pro- 
fessional Education and Colleges. 

(3) An individual may train as a resi- 
dent or as a Fellow as long as the requirements of the 
special training program are fulfilled in an institution 
approved for the special training. Furthermore, a com- 
bination of both types may be served if desired or 
necessary to secure adequate training and may be 
served in more than one approved laboratory and 
under more than one qualified specialist. 

(4) The trainee must register with this 
Board within 30 days from the time he begins the spe- 
cial training in his specialty. Forms for registration 
from the Secretary-Treasurer of this 

oard. 


£) Modification of requirements 

The requirements of Article IV, Section 
1, f) and h) of the Bylaws may be waived and the 
applicant recommended for certification after passing 
an appropriate oral and/or clinical examination, if the 
applicant was engaged in the practice of his specialty 
by 1939, or prior thereto, and who graduated prior to 
— and who meets the general requirements as fol- 
ows: 

(1) He must be a graduate of an ap- 
proved osteopathic college. 

(2) He must be licensed to practice in 
the state or territory where he conducts his specialty 
practice. 

(3) He must have been a member in 
good standing of the American Osteopathic Associa- 
tion and of his state or divisional society for a con- 
tinuous period of at least 3 years immediately prior to 
application for examination. 
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(4) He must have satisfactorily complet- 
ed an internship of at least 1 year in a hospital ap- 
proved for intern training by the American Osteopathic 
Association or satisfactory to this Board. If graduated 
in 1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board, 

(5) He must be able to show evidence 
of conformity to the standards set in the Code of Ethics 
of the American Osteopathic Association. 

(6) He must have maintained appropri- 
ate activity in American Osteopathic Association or- 
ganizational work, specialty societies, hospital staff 
work, the pursuit of periodic postgraduate work, con- 
tributions to professional literature or otherwise have 
indicated his consistent interest and competence in his 
specialty. 

The final date for accepting applications under this 
classification shall be May 1, 1961. 


g) Modification of requirements by pre- 
vious commitments by this Board 

In the case of applicants to whom this 
Board has made definite commitments that a particular 
program which commenced prior to December 15, 1946, 
would meet the requirements for admission to examina- 
tion for certification, the Board may waive such re- 
quirements of Article IV, Section 1, paragraphs d), f), 
and g) of the Bylaws as would prevent the admission 
of such applicants to examination. The requirements 
of the Bylaws in force at the time the commitments 
were made shall apply. 


h) Modification of requirements for those 
who have engaged in specialty practice 
of pathology or clinical pathology. 

If the applicant graduated prior to 1946, 
this Board may modify the specific requirement of spe- 
cial training by allowing a credit of 1 year of special 
training for each 5 years of specialty practice for total 
credit of not to exceed 2 years of the requirement. In 
no case may such applicant be accepted for examination 
without at least 1 year of special training as defined. 

b. Years of specialty practice 

In addition to completitig the required special 
training, the applicant shall have engaged in specialty 
practice in his field for not less than 2 years before ad- 
mission to the examination. Specialty practice is de- 
fined as a minimum of 90 per cent of the time occupied 
in professional practice in the specialty, which may in- 
clude active specialty practice, teaching of pathology, 
or administration of a department of pathology or re- 
search. An affidavit in regard to the above may be re- 
quired by the Credentials Committee of this Board in 
evaluating the applicant’s application. 

c. Membership requirements 

The applicant must have been a member in good 
standing of the American Osteopathic Association and 
of his state or divisional society for a continuous period 
of at least 3 years immediately prior to application for 
examination by this Board. 

d. Licensure requirement 

He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

e. Code of Ethics requirement 

He must be able to show evidence of conformity 
to the standards set in the Code of Ethics of the Ameri- 
can Osteopathic Association. 

f. Following satisfactory compliance with the pre- 
scribed requirements as to special training and specialty 
practice, the applicant shall be required to pass appro- 
priate examinations planned to evaluate his understand- 
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ing of the scientific bases of the problems involved in 
the specialty, and his familiarity with the current ad- 
vances in the specialty, and the possession of sound 
judgment and of a high degree of skill in the diagnostic 
and therapeutic procedures involved in the practice of 
the specialty. Oral, written, and clinical examinations 
shall be conducted and required in the case of each ap- 
plicant. This Board may conduct the oral and written 
examinations at the end of the required 3 years of spe- 
cial training, but shall not conduct the practical or 
clinical examination until the required 2 years of spe- 
cialty practice have been completed. The members of 
this Board shall personally review, if not perform, the 
grading of each written examination. The conduct of 
the clinical examinations may be delegated to commit- 
tees of not fewer than two individuals maturely quali- 
fied in the specialty. A full description of the method 
of conducting the examinations shall be formulated in 
this Board’s Requlations and Requirements, and provi- 
sion for re-examination shall be made. 


AMERICAN OSTEOPATHIC BOARD 
OF PEDIATRICS 


William S. Spaeth, Chairman, Drexel Hill, Penn- 
sylvania 

Ruth Elizabeth Tinley, Vice Chairman, Philadel- 
phia, Pennsylvania 

Patrick D. Philbin, Dallas, Texas 

Nelson D. King, Kirksville, Missouri 

Evangeline N. Percival, Secretary-Treasurer, Los 
Angeles, California 

Betsy B. MacCracken, Assistant Secretary-Treas- 
urer, Hollywood, California 


DEFINITION OF SPECIALTY PRACTICE 


The practice of pediatrics shall consist of and in- 
clude the utilization of all of those procedures necessary 
to the study and the management of the care of infants 
and children, as well as the prevention, diagnosis, and 
treatment of the diseases of infants and children from 
birth up to the average age of sexual maturity. 


REQUIREMENTS FOR CERTIFICATION 


Each applicant for certification under the jurisdic- 
tion of this Board shall present evidence that he has 
met the following minimum requirements : 

1. He shall have been graduated from an approved 
osteopathic college at least 6 years prior to consideration 
of his application by the American Osteopathic Board 
of Pediatrics. 

2. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

3. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of at 
least 3 years immediately prior to making application 
for examination by this Board. 

4. He shall be, and if certified continue to be, fa- 
vorably known and recognized in his community and 
by his clientele as an osteopathic physician who is spe- 
cializing in the practice of pediatrics and shall publicize 
his osteopathic affiliation in an ethical maniier. 

5. He must be able to show evidence of conform- 
ance to the standards set in the Code of Ethics of the 
American Osteopathic Association. 
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6. He shall have satisfactorily completed an jp. 
ternship of at least 1 year in a hospital approved fo, 
intern training by the American Osteopathic Associa: 
tion or other equivalent institutional training satisfae. 
tory to this Board. If the applicant was graduated jy 
1942 or prior thereto, he must have had training of 
value equivalent to that of an acceptable internship ag 
determined by this Board. 

7. He shall provide notarized documentary eyj- 
dence of at least 3 years of special training related to 
the specialty after the required 1 year of internship or 
its equivalent, but not necessarily immediately follow- 
ing the internship nor running 3 consecutive years. Ip 
the case of applicants graduated prior to 1946, the 
Board may modify the requirements of 3 years of spe- 
cial training by allowing a credit of 1 year of special 
training for each 5 years of specialty practice for a 
total credit not to exceed 2 years of the requirement, 
In no case may such applicant graduated prior to 1946 
be accepted for examination without at least 1 year of 
special training as defined. This training shall include: 

(a) Advanced studies in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
bacteriology, immunology, parasitology, and such other 
basic sciences as are necessary to a mature and com- 
prehensive understanding of the prevention, diagnosis, 
therapy, and management of the disorders involved in 
the specialty. 

(b) Active experience in such amount and di- 
versity in the practice of this specialty that it will as- 
sure adequate training in the specialty. The special 
training may be provided in colleges, laboratories, 
clinics, hospitals, or other facilities satisfactory to this 
Board, or by serving an acceptable assistantship to or 
studying under the preceptorship of a qualified special- 
ist in this field, supplemented by prescribed study con- 
forming to a plan approved by this Board. The mini- 
mum 3-year period of special training may be made 
up of varying combinations of the several types men- 
tioned above as determined by this Board. It shall be 
this Board’s duty to assist applicants in determining a 
suitable program of special training, but it is not this 
Board’s function to supply the training. This Board 
will recognize as proper institutions for securing the 
special training those institutions which are approved 
by the approving agencies of the American Osteopathic 
Association together with such others as this Board 
may determine to possess facilities and personnel ade- 
quate to provide proper training. 

8. Subsequent to completing the required special 
training, the applicant shall have engaged in specialty 
practice for not less than 2 years before admission to 
examination. To be considered as engaging in a spe- 
cialty practice, the applicant shall devote 60 per cent 
or more of his time to the practice of pediatrics. 

Following satisfactory compliance with the pre- 
scribed requirements as to special training and special- 
ty practice, the applicant shall be required to pass ap- 
propriate examinations planned to evaluate his under- 
standing of the scientific bases of the problems involved 
in this specialty, his familiarity with the current ad- 
vances in the specialty field, and the possession of sound 
judgment and of a high degree of skill in the diag- 
nostic and therapeutic procedures involved in the prac- 
tice of the specialty. Oral, written, and clinical ex- 
aminations shall be conducted and required in the case 
of each applicant. 

10. In the case of any applicant who was engaged 
in the practice of his specialty by 1939 or prior thereto 
and who graduated prior to 1936, and who meets the 
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eneral requirements as stated in Article IV, Section 1, 
fa), (b), (c), (d), and (e) of the Bylaws, and has 
maintained appropriate activity in American Osteo- 

thic Association organizational work, specialty so- 
cieties, hospital staff work, the pursuit of periodic post- 
raduate work, contributions to professional literature, 
or otherwise has indicated his consistent interest and 
competence in his specialty, the requirements of Article 
IV, Section 1, (f) and (h) of the Bylaws may be 
waived, and he may be recommended for certification 
aftr passing an appropriate oral and/or clinical ex- 
ammation. The final date for accepting applications 
under this classification shall be May 1, 1961. 

11. Each applicant for certification coming within 
the jurisdiction of this Board shall prepare and submit 
for publication at least three articles on pediatrics during 
the 3 years of special training and one article in each 
of the 2 years of specialty practice and shall forward 
copies of these articles to the Secretary-Treasurer of 
the American Osteopathic Board of Pediatrics. 


AMERICAN OSTEOPATHIC BOARD OF 
PHYSICAL MEDICINE AND REHABILITATION 


Wallace M. Pearson, Chairman, Kirksville, Mis- 
souri 

Harvey S. Taylor, Vice Chairman, Los Angeles, 
California 


Robert C. Ruenitz, Secretary-Treasurer, Los An- 
geles, California 


DEFINITION OF SPECIALTY PRACTICE 


The practice of physical medicine and rehabilita- 
tion shall consist of and include the use of all medical 
measures, especially those in the physical field, which 
will hasten the recovery and restoration of the ill or 
handicapped to the fullest physical, mental, social, vo- 
cational, and economic usefulness of which he or she 
is capable. 


REQUIREMENTS FOR CERTIFICATION 


To be eligible to receive a certificate of specializa- 
tion from this Board, the applicant must meet all of 
the following minimum requirements, excepting as pro- 
vided in Article IV, Section 2 of the Bylaws of this 
Board : 

a. He must be a graduate of an approved osteo- 
pathic college. 

b. He must be licensed to practice in the state or 
territory where he conducts his speciality practice. 

c. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of at 
least 3 years prior to application for examination by 
this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to this Board. If graduated in 1942 
or prior thereto, the applicant must have had training 
of value equivalent to that of an acceptable internship 
as determined by this Board. 

e. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the minimum 
3 years of special training. 

f. Percentage of practice in the field covered by 
this specialty shall not be less than 60 per cent. An afh- 
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davit of proof of practice may be required by this 
Board from the applicant. 
g. Number of case records 

1. The applicant must present evidence of han- 
dling on his own responsibility not less than 200 cases 
applicable to this specialty. This evidence must include: 
history, structural examinations, general physical ex- 
amination, record of special muscle and nerve testings 
where applicable, treatment prescribed, and progress 
notes of the case, including termination of treatment or 
at the latest date patient was observed. 

2. Documentary evidence of the above may be 
requested by this Board. 

3. These records become the property of this 
Board and shall be placed on file with the Secretary- 
Treasurer for a minimum of 3 years. 

h. Thesis 

1. The applicant shall submit reprints or copies 
of representative articles which have been published or 
have been prepared for publication. The thesis, a 
monograph, shall be an original investigation in the spe- 
cialty field as conducted by the applicant or a review 
of the literature to which the applicant shall add per- 
sonal experiences referable to the subject matter. 

2. This Board shall submit to the applicant 
three titles as suggestions for the monograph. If these 
are not acceptable to the applicant, the applicant may 
submit a title of his choice to the Board for approval. 

3. The title of the thesis must be approved by 
this Board and the title shall be recorded in the office 
of the Secretary-Treasurer. 

4. The form of the thesis shall follow a style- 
book of the applicant’s choosing. The author and title 
of the stylebook shall be included in the bibliography. 

5. Sufficient copies shall be submitted to the 
Secretary-Treasurer of this Board to permit distribu- 
tion of the thesis to the members of the Examination 
Committee. 

i. Training 

A period of not less than 3 years of special train- 
ing related to the specialty shall be required, after the 
required 1 year of internship or its equivalent, but need 
not immediately follow the internship, nor run 3 years 
consecutively. In the case of applicants who graduated 
prior to 1946, this Board may modify the requirements 
of 3 years’ special training by allowing a credit of 1 
year of special training for each 5 years of specialty 
practice for a total credit of not to exceed 2 years of 
the requirement, but in no case may such an applicant 
graduated prior to 1946 be accepted for examination 
without at least 1 year of special training. 

This training shall include: 

1. Advanced study in the sciences: Anatomy, 
physics, physiology, biochemistry, pathology, pharma- 
cology, and such other basic sciences as may be re- 
quired by this Board. 

2. Active experience in the diagnosis and treat- 
ment in such amount and diversity that it will assure 
adequate training in the specialty. 

3. The clinical aspects of physical medicine: 

a. Thermotherapy 
Clinical applications of heat and cold, both 
local and general. 
b. Hydrotherapy 
Methods of employing hydrotherapeutic de- 
vices and procedures, | 
c. Electrotherapy 
Clinical, diagnostic, and therapeutic uses of 
the constant current, interrupted current, sinusoidal 
current, and high frequency current. 
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d. Radiation therapy 
Diagnostic and therapeutic uses of ultra- 
violet and infra-red radiation. (Therapeutic applica- 
tions of roentgen rays and atomic radiation are not in- 
cluded in the field of physical medicine and rehabilita- 
tion.) 
e. Kinesitherapy 
Clinical uses in diagnosis and treatment by 
exercise. 
f. Occupational therapy 
Indications for and clinical applications of 
the various types. 
g. Rehabilitation 
The diagnostic and therapeutic use of con- 
valescent reconditioning and rehabilitation of the seri- 
ously disabled person. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by serving an acceptable as- 
sistantship to or studying under the preceptorship of a 
qualified specialist in this field, supplemented by pre- 
scribed study conforming to a plan approved by this 
Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of several 
types mentioned above, as determined by this Board. 

It shall be this Board’s duty to assist applicants in 
determining a suitable program of special training, but 
it is not this Board’s function to supply the training. 

This Board will recognize as proper institutions 
for securing this training those institutions which are 
approved for special training by the approving agencies 
of the American Osteopathic Association, and such 
others as this Board may determine to possess facilities 
and personnel adequate to provide proper training. 

j. Modification of Requirements 

In the case of any applicant who was engaged in 
the practice of his specialty by 1939 or prior thereto, 
and who graduated prior to 1936, and who meets the 
general requirements stated in Article IV, Section 1, 
(a), (b), (c), (d), and (e) of the Bylaws of this 
Board, and has maintained appropriate activity in 
American Osteopathic Association organizational work, 
specialty societies, hospital staff work, the pursuit of 
periodic postgraduate work, contributions to profes- 
sional literature or otherwise has indicated his consist- 
ent interest and competence in his specialty field, the 
requirements of Article IV, Section 1, paragraphs (f) 
and (h) of the Bylaws of this Board may be waived 
and he may be recommended for certification after 
passing an appropriate oral and/or clinical examina- 
tion. The final date for accepting applications under 
this classification shall be May 1, 1961. 

k. Following satisfactory compliance with the pre- 
scribed requirements as to special training and specialty 
practice, the applicant shall be required to pass appro- 
priate examinations planned to evaluate his understand- 
ing of the scientific bases of the problems involved in 
the specialty, his familiarity with the current advances 
in the specialty, and the possession of sound judgment 
and of a high degree of skill in the diagnostic and 
therapeutic procedures involved in the practice of the 
specialty. Oral, written, and clinical examinations shall 
be conducted and required in the case of each appli- 
cant. This Board may conduct the oral and written 
examinations at the end of the required 3 years of spe- 
cial training, but shall not conduct the practical or clin- 
ical examination until the required 2 years of specialty 
practice have been completed. The members of this 
Board shall personally review, if not perform, the 
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grading of each written examination. The conduct of 
the clinical examinations may be delegated to commit. 
tees of not fewer than two individuals maturely qualj- 
field in the specialty. A full description of the method 
of conducting the examination shall be formulated jp 
this Board’s Regulations and Requirements, and proyj- 
sion for re-examination shall be made. 


AMERICAN OSTEOPATHIC BOARD 
OF PROCTOLOGY 


John W. Orman, Chairman, Tulsa, Oklahoma 

George R. Norton, Vice Chairman, Fort Lauder- 
dale, Florida 

Lester I. Tavel, Houston, Texas 

Arden M. Price, Kansas City, Missouri 

Carlton M. Noll, Secretary-Treasurer, Blissfield, 
Michigan 


DEFINITION OF SPECIALTY PRACTICE 

For the purpose of clarification the following divi- 
sion of specialty practice is defined : 

a. The practice of proctology shall consist of and 
include the treatment of diseases and conditions orig- 
inating within or affecting the anus, rectum, perianal 
and perirectal areas, and related or complicating condi- 
tions not including the use of major surgery. 


REQUIREMENTS FOR CERTIFICATION 

To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of Proc- 
tology, the applicant must meet all of the following 
minimum requirements except as provided in Article 
IV, Section 2, of the Bylaws of the American Osteo- 
pathic Board of Proctology. 

a. He must have been graduated from an approved 
osteopathic college at least 5 years prior to application. 

b. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

c. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of at 
least 3 years immediately prior to application for ex- 
amination by this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or other equivalent institutional training satisfac- 
tory to this Board. If graduated in 1942 or prior there- 
to, the applicant must have had training of value 
equivalent to that of an acceptable internship as deter- 
mined by this Board. 

e. He shall be, and if certified continue to be, fa- 
vorably known and recognized in his community and 
by his clientele as an osteopathic physician who is spe- 
cializing in the practice of proctology and shall publi- 
cize his osteopathic affiliation in an ethical manner. 

f. He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

g. A period of not less than 3 years of special 
training related to the specialty shall be required, after 
the required 1 year of internship, or its equivalent, but 
not necessarily immediately following the internship 
nor running 3 consecutive years except that in the case 
of applicants who graduated prior to 1946, the Board 
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may allow the requirement of 3 years of special train- 
ing by allowing a credit of 1 year of special training 
for each 5 years of specialty practice for a total credit 
of not to exceed 2 years of the requirement but in no 
case may an applicant graduated prior to 1946 be ac- 
cepted for examination without at least 1 year of special 
training as defined. This training shall include: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, and 
such other basic sciences as are necessary to a mature 
and comprehensive understanding of the prevention, 
diagnosis, therapy, and management of the disorders 
involved in the specialty. 

The minimum requirement in the basic sciences 
shall be 100 clock hours subdivided as follows: 

Anatomy 10 hours ; physiology 10 hours ; biochem- 
istry 10 hours; pathology 10 hours; pharmacology 10 
hours ; bacteriology and parasitology 10 hours. 

The balance of 40 hours shall include such other 
basic sciences as this Board may require from time to 
time. 

(ii) Active experience in diagnosis and treatment 
in such amount and diversity that it will assure ade- 
quate training in the specialty. 

h. He must practice as a specialist in his field for 


a period of at least 2 years subsequent to the minimum — 


3 years of special training. 

i. Training Requirements: 

(1) Active experience in the diagnosis and treat- 
ment in such amount and diversity that it will assure 
adequate training in the specialty. The special training 
may be provided in colleges, laboratories, clinics, hospi- 
tals, or other facilities satisfactory to this Board, or by 
serving an acceptable assistantship to or studying under 
the preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a plan 
approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of several 
types mentioned above, as determined by this Board. 
It shall be this Board’s duty to assist applicants in de- 
termining a suitable program of special training, but it 
is not this Board’s function to supply the training. This 
Board will recognize as proper institutions for securing 
this training those institutions which are approved for 
special training by the approving agencies of the Ameri- 
can Osteopathic Association, together with such others 
as this Board may determine to possess facilities and 
personnel adequate to provide proper training. 

j. Following satisfactory compliance with the pre- 
scribed requirements as to special training and special- 
ty practice, the applicant shall be required to pass 
appropriate examinations planned to evaluate his un- 
derstanding of the scientific bases of the problems in- 
volved in the specialty, his familiarity with the current 
advances in the specialty, and the possession of sound 
judgment and a high degree of skill in the diagnostic 
and therapeutic procedures involved in the practice of 
the specialty. Oral, written, and clinical examinations 
shall be conducted and required in the case of each ap- 
plicant. This Board of specialty certification may con- 
duct its oral and written examinations at the end of the 
required 3 years of special training, but shall not con- 
duct the practical or clinical examination until the re- 
quired 2 years of specialty practice have been complet- 
ed. The members of this Board shall personally review, 
if not perform, the grading of each written examina- 
tion. The conduct of the clinical examinations may be 
delegated to committees of not fewer than two individ- 
uals maturely qualified in the specialty. 
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k. In the case of any applicant who has engaged in 
the practice of his specialty by 1939, or prior thereto, 
and who graduated prior to 1936, and who meets the 
general requirements stated in Section 1, (a), (b), (c), 
(d), and (e) of the Bylaws of this Board, and has 
maintained appropriate activity in American Osteo- 
pathic Association organizational work, specialty so- 
cieties, hospital staff work, the pursuit of periodic post- 
graduate work, contributions to professional literature, 
or otherwise has indicated his consistent interest and 
competence in his specialty, the requirements of Article 
IV, paragraphs (f) and (h) of the Bylaws of this 
Board may be waived and he may be recommended for 
certification after passing an appropriate oral and/or 
clinical examination. The final date for accepting ap- 
plications under this classification shall be May 1, 1961. 

1. Affidavit : 

The applicant shall file with the Secretary-Treas- 
urer of this Board an affidavit in duplicate stating the 
percentage of his practice that was proctologic in char- 
acter during the preceding 12-month period, based on 
the number of patients seen. An applicant must have 
a minimum of 75 per cent proctologic specialty practice 
to be eligible for examination. 

m. Case Records: 

The applicant must file with the Secretary-Treas- 
urer of this Board true and authentic copies of 200 case 
records of proctologic cases he has cared for within the 
4-year interval preceding the filing of his application. 
The applicant must file an affidavit in duplicate certify- 
ing that the records are exact copies of true and au- 
thentic records in his files and that he personally cared 
for the cases represented. The case records and affi- 
davit must reach the Secretary-Treasurer of this Board 
not later than April 15 for the applicant to be eligible 
for examination at the following annual meeting of this 
Board. All records become the property of this Board 
and are not returnable to the applicant. 

n. Scientific Article: 

The applicant must file with the Secretary-Treas- 
urer of this Board by April 15 of the year he desires 
examination, a 1,000-word article on a proctologic sub- 
ject of his choosing or at the dictates of this Board. 
This Board may accept a previously published article 
on a proctologic subject. Grading of this scientific ar- 
ticle will be based on English composition and neatness 
as well as upon the subject matter. Scientific articles 
must follow the standard in common use for composi- 
tion in such articles. 


AMERICAN OSTEOPATHIC BOARD 
OF RADIOLOGY 


Theodore C. Hobbs, Chairman, Columbus, Ohio 

Paul T. Lloyd, Vice Chairman, Philadelphia, Penn- 
sylvania 

George W. Rea, Kirksville, Missouri 

Charles J. Karibo, Detroit 21, Michigan 

Kenneth L. Wheeler, Philadelphia, Pennsylvania 

D. W. Hendrickson, Secretary-Treasurer, Wich- 
ita, Kansas 

John W. Tedrick, Assistant Secretary-Treasurer, 
Denver, Colorado 


DEFINITION OF SPECIALTY PRACTICE 
For the purposes of clarification the following defi- 
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nitions of the divisions of the special fields in radiology 
are given: 

a. The practice of diagnostic roentgenology shall 
consist of and be confined to the performance and in- 
terpretation of diagnostic roentgenological procedures. 

b. The practice of roentgenology shall consist of 
and be limited to the performance and interpretation 
of diagnostic roentgenological procedures and the use 
of roentgen rays in therapy. 

c. The practice of radiation therapy shall consist 
of treatment of human disease by the use of roentgen 
rays, radium, and artificial radioactive substances. 

d. The practice of radiology shall consist of and 
include the performance and interpretation of diag- 
nostic roentgenological procedures and the diagnosis 
and treatment of human disease by the use of roentgen 
rays, radium, and artificial radioactive substances. 


REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Radiology 
will accept for certification only osteopathic physicians 
who are specializing in one of the divisions of radiology 
coming under the jurisdiction of this Board. The pro- 
portion of specialization in practice which is acceptable 
to the Board may vary according to the size of the 
community and the conditions under which the appli- 
cant practices. The applicant must be engaged in the 
practice of one of the divisions of radiology coming un- 
der the jurisdiction of this Board, i.e., diagnostic roent- 
genology, roentgenology, radiology, or radiation ther- 
apy, and he must present evidence satisfactory to the 
Soard that he is so practicing. 

Each application for certification under this Board 
must present evidence that he has met the following 
minimum requirements : 

1. He shall have been graduated from an approved 
osteopathic college at least 5 years prior to considera- 
tion of his application by this Board. 

2. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of at 
least 3 years immediately prior to making application 
for examination by this Board. 

3. He shall be, and if certified continue to be, fa- 
vorably known and recognized in his community and by 
his clientele as an osteopathic physician who is special- 
izing in the practice of one of the divisions of radiology 
coming under the jurisdiction of this Board and shall 
publicize his osteopathic affiliations in an ethical manner. 

4. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Associa- 
tion or satisfactory to this Board. If graduated in 1942 
or prior thereto, the applicant must have had training 
of value equivalent to that of an acceptable internship 
as determined by this Board. The intern year of 9 
months as prescribed by the Selective Service Board 
during World War II shall be acceptable as fulfilling 
this requirement. 

5. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

6. He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

7. He shall provide documentary evidence of at 
least 3 years of special training related to the specialty 
for which he is seeking certification, after the required 
1 year of internship, or its equivalent, but not neces- 
sarily running 3 consecutive years. This Board may 
modify the requirement of 3 years’ special training by 
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allowing a credit of 1 year of special training for each 
5 years of specialty practice for a total credit not to 
exceed 2 years of the requirement, for physicians who 
graduated prior to 1946, but in no case may such appli. 
cant be accepted for examination without at least } 
year of special training as defined. This training shall 
include : 

(a) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, and 
such other basic sciences as are necessary to a mature 
and comprehensive understanding of the prevention, 
diagnosis, therapy, and management of the disorders 
involved in the specialty. 

(b) Active experience in such amount and di- 
versity that will assure adequate training in the spe- 
cialty. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by serving an acceptable as- 
sistantship to or studying under the preceptorship of a 
qualified specialist in this field, supplemented by pre- 
scribed study conforming to a plan approved by this 
Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the several 
types mentioned above, as determined by this Board. 
It shall be this Board’s duty to assist applicants in de- 
termining a suitable program of special training, but it 
is not this Board’s function to supply the training. This 
Board will recognize as proper institutions for securing 
this training those institutions which are approved for 
special training by the approving agencies of the 
American Osteopathic Association, together with such 
others as this Board may determine to possess facilities 
and personnel adequate to provide proper training. 

8. In addition to completing the required special 
training, the applicant shall have engaged in specialty 
practice in his field for not less than 2 years before ad- 
mission to examination. 

9. Following satisfactory compliance with the pre- 
scribed requirements as to special training and specialty 
practice, the applicant shall be required to pass appro- 
priate examinations planned to evaluate his understand- 
ing of the scientific bases of the problems involved in 
the specialty, his familiarity with the current advances 
in the specialty, and the possession of sound judgment 
and of a high degree of skill in the diagnostic and 
therapeutic procedures involved in the practice of the 
specialty. Oral, written, and clinical examinations shall 
be conducted and required in the case of each applicant. 
This Board may conduct the oral and written examina- 
tions at the end of the required 3 years of special train- 
ing, but shall not conduct the practical or clinical ex- 
amination until the required 2 years of specialty prac- 
tice have been completed. The members of this Board 
shall personally review, if not perform, the grading of 
each written examination. The conduct of the clinical 
examinations may be delegated to committees of not 
fewer than two individuals maturely qualified in the 
specialty. A full description of the method of conduct- 
ing the examination shall be formulated in this Board’s 
Regulations and Requirements, and provision for re- 
examination shall be made. 

10. In the case of any applicant who was engaged 
in the practice of his specialty by 1939, or prior there- 
to, and who graduated prior to 1936, and who meets the 
general requirements as stated above, and has main- 
tained appropriate activity in American Osteopathic 
Association organizational work, specialty societies, 
hospital staff work, the pursuit of periodic postgraduate 
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work, contributions to professional literature, or other- 
wise has indicated his consistent interest and compe- 
tence in his specialty, the requirements of Article IV, 
Section 1, paragraphs (f) and (h) of the Bylaws may 
be waived and he may be recommended for certification 
after passing appropriate oral and/or written clinical 
examinations. The final date for accepting applications 
under this classification shall be May 1, 1961. 

11. Applicants for certification in any of the divi- 
sions of radiology shall prepare a thesis upon some 
hase of radiology as a part of the written examination 
for certification. 


AMERICAN OSTEOPATHIC BOARD OF SURGERY 


James M. Eaton, Chairman, Philadelphia, Penn- 
sylvania 

Arthur M. Flack, Jr., Vice Chairman, Philadel- 
phia, Pennsylvania 

K. George Tomajan, Boston, Massachusetts 

Robert F. McBratney, Los Angeles, California 

Paul R. Koogler, Battle Creek, Michigan 

Howard A. Graney, Des Moines, Iowa 

Ernest G. Bashor, Los Angeles, California 

J. Natcher Stewart, Dallas, Texas 

Charles L. Ballinger, Secretary-Treasurer, Coral 
Gables, Florida 

Mrs. E. F. Martin, Executive Secretary, Coral Ga- 
bles, Florida 


DEFINITION OF SPECIALTY PRACTICE 

For the purpose of clarification the following divi- 
sions of specialty practice coming under the jurisdiction 
of the American Osteopathic Board of Surgery are de- 
fined : 

1. The practice of surgery shall consist of and in- 
clude that branch of medical science, art, and practice 
which is concerned with the correction of deformities 
and defects, the repair of injuries, the diagnosis and 
care of disease, the relief of suffering, and the pro- 
longation of life by manual and instrumental means. 

2. The practice of gynecological surgery shall con- 
sist of and include that branch of medical science, art, 
and practice which is concerned with major operative 
procedures upon the female generative system or struc- 
tures related thereto within the lower abdomen and 
pelvis, and major plastic procedures upon the vaginal 
tract by manual and instrumental means. 

3. The practice of neurosurgery shall consist of 
and include that branch of medical science, art, and 
practice which is concerned with the correction of de- 
formities and defects, the repair of injuries, and the 
diagnosis and care of diseases of the nervous system 
by manual and instrumental means. 

4. The practice of orthopedic surgery shall consist 
of and include that branch of medical science, art, and 
practice which is concerned with the correction of de- 
formities and defects of the bony skeleton and associat- 
ed structures, the repair of injuries to the bones and 
joints, and the diagnosis and care of diseases of the 
bones and joints by manual and instrumental means. 

5. The practice of peripheral vascular surgery 
shall consist of and include that branch of medical sci- 
ence, art, and practice which is concerned with the cor- 
rection of. deformities and defects of the peripheral 
vessels, the repair of injuries to the peripheral vessels, 
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and the diagnosis and care of peripheral vascular dis- 
eases by manual and instrumental means. 

6. The practice of plastic surgery shall consist of 
and include that branch of medical science, art, and 
practice which is concerned with the repair of injuries 
and the correction of defects and deformities to the 
integument, muscles, and the bony skeleton and asso- 
ciated structures of the body by manual and instru- 
mental means. - 

7. The practice of urological surgery shall consist 
of and include that branch of medical science, art, and 
practice which is concerned with the correction of de- 
formities and defects, the repair of injuries, and the 
diagnosis and care of diseases of the urogenital organs 
by manual and instrumental means. 


BASIC REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Surgery shall 
accept for examination for certification only osteopathic 
physicians who are specializing in one of the specialty 
fields coming under the jurisdiction of this Board. The 
proportion of specialization in practice which is ac- 
ceptable to this Board may vary according to the size 
of the community and the conditions under which the 
applicant practices. 

The applicant must be engaged in the practice of 
surgery or one of the specialty fields coming under the 
jurisdiction of this Board, i.e., neurosurgery, gyne- 
cological surgery, orthopedic surgery, peripheral vascu- 
lar surgery, plastic surgery, urological surgery, or anes- 
thesiology and he must present evidence to this Board 
that he is so practicing. 

It shall be the policy of the American Osteopathic 
Board of Surgery to require each applicant to submit 
a list of his surgical operative procedures (or anes- 
thetic procedures) for the 12-month period immediately 
prior to making application, naming the type of opera- 
tion, the hospital in which the operation was _ per- 
formed, the patient’s initials, the hospital case number, 
the pathologist’s report, and the case termination. 

This list shall be certified by the administrator of 
the hospital in which the surgeries were performed and 
shall be accompanied by a supplementary list in which 
the operative procedures for the year are broken down 
into segregated totals indicating the number of each 
type of operative procedure performed by the applicant 
during the 12-month period. The totals of both lists 
must agree. 

It shall be the policy of this Board to require the 
Credentials Committee to carefully scrutinize the scope 
of surgical or anesthetic practice represented in each 
applicant’s report. Unless an applicant presents evidence 
that the scope of his specialty practice is sufficiently 
varied and of a major character (as shown by his hos- 
pital records) the Credentials Committee shall not rec- 
ommend him for examination without an examination 
by one or more certified specialists not located in the 
applicant’s immediate vicinity who have been appoint- 
ed by this Board for the purpose of determining the 
applicant’s qualifications. 

It shall be the policy of this Board to admit to ex- 
amination only those surgeons or anesthetists who qual- 
ify as recognized specialists in their respective fields in 
the community in which they conduct their specialty 
practice. 

Each applicant for examination for certification in 
surgery or one of the surgical specialty fields coming 
under the jurisdiction of the American Osteopathic 
Board of Surgery must present evidence that he has 
met the following minimum requirements : 
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1. He shall have graduated from an approved os- 
teopathic college at least 7 years prior to consideration 
of his application by this Board. 


2. He shall be licensed to practice in the state or 
territory where he conducts his specialty practice. 

3. He shall have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of at 
least 3 years immediately prior to making application 
for examination by this Board. 

4. He shall be, and if certified continue to be, fa- 
vorably known and recognized by his clientele as an 
osteopathic physician who is specializing in the practice 
of surgery or a surgical specialty coming under the 
jurisdiction of this Board and shall publicize his osteo- 
pathic affiliations in an ethical manner. 

5. He shall be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

6. He shall have had an internship of at least 1 
year in a hospital acceptable to this Board. The intern 
year of 9 months as prescribed by the Selective Service 
Board during World War II shall be acceptable. For 
physicians who graduated in 1942 or prior thereto this 
Board may accept other qualifications in lieu of intern- 
ship where the applicant’s surgical experience and 
ability are beyond question. 

7. He shall provide notarized documentary evi- 
dence of a minimum of 3 years of formal training sub- 
sequent to his internship. This formal training program 
must be acceptable to this Board and made up, either 
in whole or in part, of (a) an approved surgical resi- 
dency; (b) approved preceptorship training programs 
which commenced after January 1, 1951, shall consist 
of 3 years for full-time training programs or 5 years 
for part-time training programs; (c) approved post- 
graduate work in surgery or the surgical sciences in a 
program acceptable to this Board. Not more than 1 
year’s credit shall be given for postgraduate work in 
approved graduate school programs. 

During the period of his formal training, he shall 
have assisted in the performance of not less than 400 
major surgical operations. By “first assistant” is meant 
one who, in addition to acting as first assistant at the 
operating table, has participated actively in the preop- 
erative diagnostic procedures and postoperative care. 

In qualifying for examination for certification only 
one credit for first assistantship is allowable for each 
case done by the surgeon regardless of the number of 
assistants working at the table. 

8. He shall provide evidence to this Board that he 
has received satisfactory postgraduate training in the 
surgical sciences, including anatomy, physiology, bio- 
chemistry, pathology, and pharmacology. 

The applicant who began a specialty training pro- 
gram after January 1, 1951, and who has pursued a 
training program other than a residency approved by 
the Board of Trustees of the American Osteopathic 
Association, shall provide evidence to this Board that 
he has received satisfactory postgraduate training in the 
surgical sciences, including anatomy, physiology, bio- 
chemistry, pathology, pharmacology, and such other 
basic sciences as are necessary to a mature and com- 
prehensive understanding of the prevention, diagnosis, 
therapy, and management of the disorders involved in 
the specialty. 

A minimum of 100 clock hours shall be required 
in the basic science training program, subdivided as 
follows : 
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a. A minimum of 10 clock hours each in the 
following subjects: anatomy, physiology, biochemistry 
pathology, and pharmacology. 

b. The remainder of the minimum required 
hours may be taken in any of the subjects mentioned 
or in other basic sciences related to the specialty. 

Those applicants who qualify must submit accept. 
able documentary evidence, which may be further jn. 
vestigated at the discretion of this Board, of having 
pursued this advanced training in colleges, laboratories 
clinics, hospitals, or other facilities satisfactory to this 
Board. 

9. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the comple. 
tion of the required minimum of 3 years of special 
training prior to being examined. He shall provide 
notarized documentary evidence that he has performed 
a minimum of 200 major surgical operations upon his 
own responsibility subsequent to the completion of the 
minimum required period of formal training. 

An applicant’s scope of surgical practice must be 
such that his records will show that he has handled 
and is capable of handling (as shown by his morbidity, 
mortality, and end results) major surgical procedures 
in his respective specialty field. In surgery this would 
include such procedures as thyroidectomies, gastrecto- 
mies, excision of the colon, etc. An applicant whose 
hospital records show that he has never performed 
what are commonly referred to as heavy surgical pro- 
cedures on his own responsibility would not be eligible 
for admission to examination. 

10. He shall demonstrate his fitness to take the ex- 
amination in any other manner required by this Board. 

11. He shall present detailed case records, accept- 
able to this Board, of 25 major surgical procedures in 
which he was the responsible surgeon and handled by 
him as a surgical problem within the past 3 years. 
These records shall include history, physical examina- 
tion, routine and special laboratory examinations, pre- 
operative diagnosis, detailed findings, detailed operative 
procedure, postoperative diagnosis, progress notes, 
gross and histological description and diagnosis of the 
excised tissue, and case summary. 

12. In the case of any applicant who was engaged 
in the practice of surgery (or one of the specialty fields 
of surgery coming under the jurisdiction of this Board) 
by 1939, or prior thereto, and who graduated prior to 
1936, and who meets the general requirements stated 
in Article IV, Section 1, (a), (b), (c), (d), and (e) 
of the Bylaws, and who has maintained appropriate 
activity in American Osteopathic Association organiza- 
tional work, specialty societies, hospital staff work, the 
pursuit of periodic postgraduate work, contributions to 
professional literature, or otherwise has indicated his 
consistent interest and competence in his specialty field, 
the requirements of Article IV, Section 1, (f) and (h) 
of the Bylaws may be waived and the applicant may be 
recommended for certification after passing an appro- 
priate oral and/or clinical examination. The final date 
for accepting applications under this classification shall 


NEUROSURGERY 


Each applicant for examination for certification in 
neurosurgery must present evidence that he has met 
the minimum basic requirements. 

1. Under requirement No. 7 he shall have assisted 
in the performance of not less than 400 major surgical 
operations, 200 of which must be of a major neuro- 
surgical nature. 
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2. Under requirement No. 9, he shall have per- 
formed a minimum of 200 major surgical operations 
‘q which he was the responsible surgeon, 100 of which 
must be of a major neurosurgical nature. 

3, Under requirement No. 11, the case records 
presented shall consist of 25 major neurosurgical pro- 
edures. 

: 4. He shall demonstrate his fitness to take the ex- 
amination in any other manner required by this Board. 

5. If this Board approves his application as to 
qualifications for examination in neurosurgery, the Sec- 
retary-Treasurer shall request the American Osteo- 
pathic Board of Neurology and Psychiatry to consider 
the application and, if acceptable, to examine the appli- 
cant in neurology. 

6. If the applicant is successful before the Ameri- 
can Osteopathic Board of Neurology and Psychiatry, 
the American Osteopathic Board of Surgery shall be 
so informed and shall, in turn, examine the applicant in 
neurosurgery. 

7. If the applicant is successful in the examination 
before the American Osteopathic Board of Surgery, 
this Board shall make recommendation for certification 
to the Advisory Board for Osteopathic Specialists ac- 
cording to the regular procedure. 

8. Upon final approval by the Board of Trustees 
of the American Osteopathic Association, a special cer- 
tificate shall be issued in neurosurgery by this Board, 
signed by the Chairman and Secretary-Treasurer of the 
American Osteopathic Board of Neurology and Psy- 
chiatry, in addition to the officers of the American Os- 
teopathic Board of Surgery and the Executive Secre- 
tary of the American Osteopathic Association. . 


GYNECOLOGICAL SURGERY 


Each applicant for examination for certification in 
gynecological surgery must present evidence that he has 
met the minimum basic requirements. 

a) Under requirement No. 7, he shall have as- 
sisted in the performance of not less than 400 major 
surgical operations, 200 of which must be of a major 
gynecological nature. Not more than 25 per cent of 
any one surgical procedure shall be permitted for ac- 
creditation towards the required number of operative 
assistantships. 

b) Under requirement No. 9, he shall have per- 
formed a minimum of 200 major surgical operations in 
which he was the responsible surgeon, 100 of which 


_ must be of a major gynecological nature. Not more 


than 25 per cent of any one surgical procedure shall be 
permitted for accreditation towards the required num- 
ber of operative procedures performed on his own re- 
sponsibility. 

c) Under requirement No. 11, the case records 
presented shall consist of 25 major gynecological pro- 
cedures, 

d) He shall demonstrate his fitness to take the 
Raa in any other manner required by this 

oard. 


ORTHOPEDIC SURGERY 


Each applicant for examination for certification in 
orthopedic surgery must present evidence that he has 
met the minimum basic requirements. 

_ 1. Under requirement No. 7, he shall have assist- 
ed in the performance of not Jess than 400 major sur- 
gical operations, 200 of which must be of a major 
orthopedic nature. 

2. Under requirement No. 9, he shall have per- 
formed a minimum of 200 major surgical operations in 
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which he was the responsible surgeon, 100 of which 
must be of a major orthopedic nature. 
3. Under requirement No. 11, the case records 
rcs shall consist of 25 major orthopedic proce- 
ures, 
4. He shall demonstrate his fitness to take the ex- 
amination in any other manner required by this Board. 


PERIPHERAL VASCULAR SURGERY 

Each applicant for examination for certification in 
peripheral vascular surgery must present evidence that 
he has met the minimum basic requirements. 

1. Under requirement No. 7, he shall have assisted 
in the performance of not less than 400 major surgical 
operations, 200 of which must be of a major peripheral 
vascular nature. 

2. Under requirement No. 9, he shall have per- 
formed a minimum of 200 major surgical operations in 
which he was the responsible surgeon, 100 of which 
must be of a major plastic surgical nature. 

3. Under requirement No. 11, the case records 
presented shall consist of 25 major plastic surgical pro- 
cedures. 

4. He shall demonstrate his fitness to take the ex- 
amination in any other manner required by this Board. 


PLASTIC SURGERY 


Each applicant for examination for certification in 
plastic surgery must present evidence that he has met 
the minimum basic requirements. 

1. Under requirement No. 7, he shall have com- 
pleted a minimum of 2 years of approved formal sur- 
gical training either in an approved residency or an 
approved full-time preceptorship training program fol- 
lowed by 1 or more years of acceptable training in the 
specialty field of plastic surgery. He shall have as- 
sisted in the performance of not less than 400 major 
surgical operations, 200 of which must be of a major 
plastic surgical nature. 

2. Under requirement No. 9, he shall have per- 
formed a minimum of 200 major surgical operations in 
which he was the responsible surgeon, 100 of which 
must be of a major peripheral vascular nature. 

3. Under requirement No. 11, the case records 
presented shall consist of 25 major peripheral vascular 
surgical procedures. 

4. He shall demonstrate his fitness to take the ex- 
amination in any other manner required by this Board. 

5. A physician certified in surgery who desires to 
have his certification changed from surgery to plastic 
surgery shall be required to follow the prescribed pro- 


cedure. 


UROLOGICAL SURGERY 


Each applicant for examination for certification in 
urological surgery must present evidence that he has 
met the minimum basic requirements. 

1. Under requirement No. 7, he shall have assisted 
in the performance of not less than 400 major surgical 
operations, 200 of which must be of a major urological 
nature. 

2. Under requirement No. 9, he shall have per- 
formed a minimum of 200 major surgical operations in 
which he was the responsible surgeon, 100 of which 
must be of a major urological nature. 

3. Under requirement No. 11, the case records 
shall consist of 25 major urological procedures. 

4. He shall demonstrate his fitness to take the ex- 
amination in any other manner required by this Board. 
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Periarticular soft-tissue changes 
as a late consequence 
of burns 


> <a stupy or 750 patients with burns of varying ex- 
tent and degree with particular reference to calcification 
and ossification is presented by Dr. Jaromir Kolar and 
Dr. Radko Vrabec in the January 1959 issue of The 
Journal of Bone and Joint Surgery. Periarticular cal- 
cification and ossification appeared in 25 patients (3.3 
per cent). The joints affected were the major ones, 
particularly the elbow, knee, and ankle. Such changes 
in the hip and shoulder were rare, and no soft tissue 
change was seen in the small joints of the hand or foot, 
even when the skin over these was seriously damaged. 
In patients with periarticular changes there were sev- 
eral common characteristics. All had wide superficial 
burns of considerable severity which always involved 
the skin above the joint in which calcification and ossi- 
fication had developed. The burn was never so deep as 
to burn bone or joint, and suppuration of the joint did 
not develop as the intact articular surface and joint 
spaces proved. In some patients there was an increase 
in the level of serum alkaline phosphatase which indi- 
cated activation of bone minerals. Conspicuous in all 
patients was the bacterial infection of the burned sur- 
face. Besides the commoner infection of Staphylococ- 
cus pyogenes aureus hemolyticus, Streptococcus beta 
hemolyticus, which leads to obstinate suppuration, re- 
tards healing, and delays active exercise, was noted. 
Calcification and ossification sometimes developed as 
early as 5 to 6 weeks after the burning and generally 
attained a definite form in 3 to 6 months. These peri- 
articular changes were so closely associated with ex- 
tensive and severe burns that the possibility of other 
traumatic sources was eliminated. Infection and insuffi- 
cient and unsuitable rehabilitation during therapy might 
well be etiologic factors. Thus measures should be 
taken to protect the wounds from infection and to gain 
skin coverage by grafts as soon as possible. As soon as 
the condition of the patient permits, active and passive 
exercises of the limb should be started, but forced mo- 
tion of the joints should be avoided. 


Results of treatment 
for obesity 


P IN A REVIEW of the literature on treatment of obesity 
published in the past 30 years reported by Albert 
Stunkard, M.D., and Mavis McLaren-Hume, M.S., in 
the January 1959 issue of the A.M.A. Archives of In- 
ternal Medicine, it was found that results were re- 
markably similar and remarkably poor. With one ex- 
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ception, no author reported even a 20-pound weight 
loss in more than 29 per cent of patients. Only 5 per 
cent of the patients in the reported group were able to 
lose 40 pounds. Routine treatment of 100 consecutive 
obese outpatients in a large teaching hospital was less 
successful. Only 12 per cent lost 20 pounds, and only 
1 per cent lost 40 pounds. Furthermore, 28 per cent of 
the patients never returned to either the nutrition clini¢ 
or the referring clinic after their first visit. Two years 
after the end of treatment only 2 patients had main- 
tained their weight loss. Seventy-two of the 100 pa- 
tients had made previous attempts at dieting. Of these, 
54 per cent reported symptoms during at least one re- 
ducing regimen. These included nervousness, weak- 
ness, irritability, fatigue, and nausea. The patient with 
the greatest weight loss, 51 pounds, reported mounting 
tension during the reducing regimen which culminated 
in what was diagnosed as an acute schizophrenic reac- 
tion. After release from a hospital he gradually re- 
gained 35 pounds. Although the group as a whole 
showed higher than average manifest anxiety as meas- 
ured by the Taylor test, there was no statistically valid 
correlation between the test and individual success in 
weight reduction. The only useful criterion for success 
seemed to be that men are more successful than women 
in weight reduction. 

The authors feel that physicians ought to revise 
their opinions about the problem of weight reduction 
and should realize that it is difficult, fraught with dan- 
ger, and not to be undertaken lightly by any obese per- 
son. It is a problem with which experts have had only 
modest success and should certainly not be left to un- 
qualified practitioners. 


Tuberculosis 
and the family physician 


P ALTHOUGH THE family physician has traditionally 
played a larger role in diagnosis than in treatment of 
tuberculosis, recent advances are making the disease 
more manageable and are shortening the period of hos- 
pitalization, so that the family physician can and should 
take greater part in treatment. Carl Muschenheim, 
M.D., in the December 15, 1958, issue of the New 
York State Journal of Medicine, says that prognosis in 
the antimicrobial era generally depends more on the 
duration of tuberculous disease until the start of treat- 
ment than on its extent. Hospitalization is more for 
the protection of contacts than it is for providing strict 
bed rest. An adequate drug regimen for initial treat- 
ment should include isoniazid, coupled with either 


streptomycin or para-aminosalicylic acid (PAS). In 


most forms of tuberculosis surgery is rarely neces- 
sary, except for diagnostic biopsy when indicated, until 
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after several months of conservative antimicrobial 
therapy. In the initial course of treatment it is now 

sible to bring the case to a successful outcome pro- 
vided drug therapy is uninterrupted and is continued 
for a sufficiently long time and any ancillary surgical 
measures are performed at the proper time. The total 
duration of therapy should never be less than one year, 
and for most types of tuberculosis it should be up to 
2 or 3 years. The initial period of hospitalization rarely 
need be longer than 6 or 8 months, and in many cases 
a few weeks will suffice. The indications for surgery 
in tuberculosis are diminishing. The incidence of re- 
lapse after successful and long-continued medical 
therapy is proving remarkably low in comparison with 
the former experience without chemotherapy or with 
it on a short-term basis only. The crucial point. on 
which future planning must be based is for effective 
liaison between the institutions and the practitioner, 
since centralization of care under one institutional roof 
is gradually being displaced by more dispersed services. 
The communicability of tuberculosis is still a para- 
mount consideration, so that the disease can never be 
treated casually and must involve essentially a rela- 
tionship not just between physician and patient but 
between these two and the community. 


Pelvic bones 


in infantile mongoloidism 


P ROENTGENOGRAPHIC FEATURES of pelvic bones in 
mongoloidism are described by John Caffey, M.D., and 
Steven Ross, M.D., in the September 1958 issue of 
The American Journal of Roentgenology, Radium 
Therapy and Nuclear Medicine.’ In 48 mongoloid in- 
fants 12 months of age or younger, the pelves present- 
ed a tetrad of characteristic roentgenographic findings : 
(1) bilateral flattening of the lower edges of the iliums, 
(2) bilateral widening and flaring of the iliac wings, 
(3) bilateral smallness in caliber and gradual taper of 
the ischial rami, and (4) bilateral coxa valga. The two 
last-named features are not well developed prior to the 
sixth month of life. This tetrad was not seen in normal 
infants or in association with other diseases during in- 
fancy. Although there is a slight overlap of the quanti- 
tative measurements of the mongoloid and normal pel- 
vis, clinical experience and statistical data indicate that 
the roentgenographic findings are clearly diagnostic in 
about 4 out of 5 mongoloids, suggestive in about 4 out 
of 20, and uncertain or normal in less than 1 out of 20. 
A conclusive diagnosis can be made roentgenographical- 
ly by inspection of the film alone, without recourse to 
measurements of the acetabular and iliac angles, in 3 
out of 4 mongoloids. The pelvic roentgenographic find- 
ings are most pronounced and most conclusive during 
infancy when the clinical diagnosis of mongoloidism is 
most uncertain. 


Pulmonary embolism and infarction 


> A DETAILED sTUDY of pulmonary embolism and in- 
farction, including pathology, clinical manifestations, 
and treatment, is presented in the January 1959 issue 
of The Medical Clinics of North America by H. Wil- 
liam Harris, M.D. The commonest symptoms of pul- 
monary embolism are acute, unexpected dyspnea, weak- 
ness, and chest pain. Severe anxiety, confusion, con- 
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vulsions, or coma caused by reduced cerebral blood 
flow may also occur. The chest roentgenogram is rare- 
ly diagnostic but will help rule out other diseases. The 
typical electrocardiographic abnormality is a deep S 
wave in lead 1 with a deep Q wave in lead 3, depressed 
S-T segments in leads 1 and 2, and inverted T waves 
in leads 2 and 3 and in the precordial leads over the 
right ventricle. The commonest symptom of pulmo- 
nary infarction is pleuritic pain. Cough may be present. 
Other signs and symptoms are a characteristic sputum, 
hemoptysis, fever, chills, and jaundice. Chest roent- 
genograms are of value in detecting infarcts, but the 
abnormalities that appear roentgenographically are not 
specific. 

Until better methods for the prevention of venous. 
thrombi are available, the physician must rely on his 
clinical skill for the prompt detection and treatment of 
thrombophlebitis in order to prevent pulmonary em- 
bolism. One of the early signs of thrombophlebitis is 
an increased size of the leg, detected by measuring the 
circumference of the calf. This technic of early diag- 
nosis requires that such measurements be obtained rou- 
tinely on virtually every patient admitted to the hospi- 
tal, and be repeated frequently during the illness. The 
physician must be willing to accept evidence that is only 
suggestive of thrombophlebitis, or of a small pulmo- 
nary embolus or infarct, as an indication for prompt 
and aggressive therapy for these diseases. The policy 
of watchful waiting exposes the patient to a real hazard 
of sudden death. Predictably successful prevention of 
pulmonary embolism requires some objective method, 
as yet unavailable, for the accurate detection and easy 
removal of intravascular blood clots. 


Carcinoma of the midrectum 
treated by abdominoperineal resection 
with sphincter preservation 


> <A FOLLOW-UP study of 268 patients with rectal can- 
cer is presented in the December 1958 issue of Surgery, 
Gynecology and Obstetrics by John M. Waugh, M.D., 
and John C. Turner, M.D. The youngest patient was 
22 years of age and the oldest was 81, with an average 
age of 57.5 years. There were 169 men and 99 women, 
a ratio of 1.7:1. In no case was the lesion more than 
15 cm. above the anal margin. On proctoscopic exami- 
nation 81.4 per cent of the lesions were between 5 and 
10 cm. above the anal margin, but gross pathologic 
specimens showed only 67.4 per cent of the lesions to 
be in this region. Most of the lesions were ulcerative 
and all were adenocarcinomas. Most showed a low de- 
gree of malignancy. Essentially two methods were used 
in the perineal phase of the operation. Method A, in 
which the external anal sphincter only was preserved 
and the entire anus and internal sphincter were extir- 
pated with the segment of the rectum, was used in 201 
cases (75 per cent). Method B, in which the entire 
anus was preserved and the rectum was severed 1 or 
more inches above the levator ani muscle, was per- 
formed with variations in 67 cases (25 per cent) in 
which the lesion was 1 or more inches above the levator 
ani. Nine patients died in the immediate postoperative 
period, giving a hospital mortality rate of 3.4 per cent. 
The most frequent complications postoperatively were 
urinary retention (26.5 per cent), presacral infection 
(20.9 per cent),.and retraction or slough of the peri- 
neally transplanted sigmoid (13.4 per cent). Of the 
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155 traced patients who had undergone the operation 
with hope of cure for 5 years or more before June 
1957, 86 (55.5 per cent) survived for 5 years. In the 
group in which the lesion was 5 to 10 cm. above the 
anal margin, 52.7 per cent survived 5 or more years 
after operation; in the group without nodal metastasis 
72.6 per cent survived 5 years; in those with nodal 
metastasis 27.6 per cent survived for 5 years. Satis- 
factory continence of feces resulted in 77.7 per cent 
of cases. 

These data support the contention that combined 
abdominoperineal resection with preservation of the 
anal sphincter offers a rational method of treatment of 
carcinoma of the midportion of the rectum (5 to 10 
cm. above the dentate line) and for lesions of the upper 
portion of the rectum in which anterior resection is 
not technically possible. Such a procedure, if it in- 
cludes ample resection of the sigmoid mesentery, the 
perirectal tissue, and the internal anal sphincter in le- 
sions located within 1 inch of the levator, constitutes a 
sound operation for cancer, the results of which com- 
pare favorably with those following the Miles operation. 


The antibiotic prophylaxis 
of bacterial 
complications of measles 


> a stupy oF 251 patients with rubella, 173 treated at 
home and 78 in the hospital, is reported by Samuel 
Karelitz, M.D., and Henry D. Isenberg, M.S., in the 
January 1959 issue of The Journal of Pediatrics. Of 
the 173 treated at home, 88 were given antibiotic prophy- 
laxis, and of these, 14 (15.9 per cent) developed com- 
plications. Of the 85 untreated home patients, 18 (21.2 
per cent) developed complications. Among the hospi- 
talized patients, 32 per cent of those who had no 
prophylaxis and 8 per cent of those who did have anti- 
biotics prophylactically developed complications. The 
difference in the home and hospitalized patients prob- 
ably lies in the fact that those admitted to the hospital 
were generally in a younger age group. The greatest in- 
cidence was below 3 years of age, a period in which 
complications are particularly common. The high com- 
plication rate among the hospitalized patients is also 
explained by the fact that many were admitted because 
of complications and inadequate home care facilities. 
All 14 who developed complications after prophylaxis 
at home did so within 1 to 11 days after use of the 
drugs was discontinued. None treated in the hospital 
developed complications while there. All of the com- 
plications, those treated at home as well as those treat- 
ed in the hospital, responded to the same or similar 
common antibiotics used in prophylaxis, even though 

more coagulase-positive staphylococci were encoun- 

tered. Bacteria causing “superinfection” other than 

Staphylococcus aureus were encountered in the labora- 

tory, but only one questionable instance of disease re- 

sulting from such organisms was seen. The authors 

conclude that in general those who had antibiotics 

prophylactically fared better than those who did not. 

Selected patients, those very young, those infirm, and 

those for whom the complication in measles might be a 

threat, should receive antibiotic prophylaxis if they 

have not had gamma globulin prophylaxis. Compara- 

tive studies for this and similar problems require com- 

parable groups as to age and socioeconomic environ- 

ment, as well as knowledge of the microbiologic milieu 
at the time. 
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Diagnosis of 
peripheral arterial embo}j 
of the extremities 


> A STUDY BASED on the records of 30 patients with 
peripheral arterial emboli is presented by John T. 
Phelan, M.D., and William P. Young, M.D., in the 
November 8, 1958, issue of The Journal of the Amer; 
can Medical Association. The youngest patient was 39 
years old and the oldest 79; the average age was 62, 
The clinical features of an acute peripheral arterial 
embolism are considered to be a rigidly fixed series of 
events, including sudden, abrupt, excruciating pain fol- 
lowed by numbness, pallor of the extremity, and absent 
pulsations. However, in one third of the 30 cases the 
onset of symptoms was insidious, and in some instances 
other symptoms preceded pain as the chief manifesta- 
tion. In 5 instances chronic congestive heart failure 
was the only cardiac finding, a point that has been af- 
forded little emphasis with respect to the etiology of a 
peripheral arterial embolus. This series indicates that 
the diagnosis of peripheral arterial embolism will de- 
pend in many instances on the assessment of minor 
signs and symptoms, a concept that is in contrast to the 
usual expectation of an acute artery occlusion, which 
is a sudden, painful, dramatic event. Because of the 
well-known and frequent association of cardiac abnor- 
malities with peripheral arterial emboli, the presence of 
auricular fibrillation, mitral valvular disease, recent 
myocardial infarction, and congestive heart failure in 
patients with atypical motor and sensory disturbances 
in one or more extremities should suggest a presump- 
tive diagnosis of arterial embolus until proved_ other- 
wise. 


The management 
of civilian liver injuries 


> IN THE December 20, 1958, issue of The Lancet, 
Ernest W. Grahame, M.D., points out that, although 
the liver is the largest organ and is relatively superficial 
over a wide area, it is seldom injured. On the other 
hand, when injury does occur, it has been estimated 
that a third of patients die at the time of accident, an- 
other third die within 6 hours, and only the remaining 
third are likely to survive. Treatment should depend 
on the type of injury. In small concussion injuries, 
small hematomas under the liver usually do not rup- 
ture; thus it is reasonable not to operate unless the pa- 
tient’s condition deteriorates. Small stab wounds may 
be watched provided the point of entry leaves no doubt 
that no other organ or omentum has been injured. 
Gunshot wounds require exploration because stomach 
and intestine are likely to have been injured. In major 
concussion injuries, early operation is indicated. As 
soon as operation is decided on, plasma should be in- 
fused, pending the arrival of cross-matched blood. Time 
should not be wasted on routine radiography or on at- 
tempting to raise the blood pressure to some arbitrary 
figure. At operation, the midline approach is the safest. 
When injury is serious, drainage of the peritoneal 
cavity should be part of the operative routine. After 
operation, blood transfusion should be continued until 
the estimated blood loss has been replaced and careful 
watch should be kept on the lungs for signs of collapse 
or fluid. Besides breathing exercises, aspiration of the 
chest may be necessary. Antibiotics should be used with 
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discrimination. The liver harbors anerobic bacteria, 
and these may multiply under the influence of local in- 
iury or ischemia. Common complications of liver injury 
are multiple injuries, infection, pulmonary collapse, 
bile peritonitis, and bile fistula. Any hospital dealing 
with traumatic surgery must have a competent general 
surgical organization, and the surgeons should work 
chiefly at that hospital. They should be experienced in 
traumatic surgery and speedy in their work. Only thus 
are many patients with serious liver injury likely to 


survive. 


Chlorothiazide 


and premenstrual tension 


> accoRDING To Edwin C. Jungck, M.D., William E. 
Barfield, M.D., and Robert B. Greenblatt, M.D., in the 
January 10, 1959, issue of The Journal of the Ameri- 
can Medical Association, the etiology of premenstrual 
tension is still unclear. Among the causes suggested 
are menstrual toxins, excessive circulating estrogens, 
deficient progesterone, excessive antidiuretic hormone, 
allergy to the ovarian hormones, hypoglycemia, and 
vitamin B deficiency. The only major hypothesis that 
can explain the syndrome is a dysfunction of the hypo- 
thalamic control of the autonomic nervous system. The 
condition is of great importance to industries in which 
many women are employed because of efficiency loss 
and absenteeism. The principal complaints noted a 
week before menses are nervousness, tension, swelling, 
headache, depression, and breast soreness and turgidity. 
In severe form the symptoms may progress to antiso- 
cial behavior and psychosexual abnormalities. Symp- 
toms may be caused by latent edema, since many pa- 
tients without apparent swelling were benefited by 
diuretics alone. The use of diuretics for control of 
premenstrual tension has established value. Chlorothia- 
zide, in oral doses of 500 to 1,000 mg. daily for 7 to 10 
days before menses, was given to 50 women with pre- 
menstrual complaints. Of the 50 patients, 33 com- 
plained of swelling. All showed an excellent response 
to chlorothiazide, with complete relief of edema. In 8 
patients with breast tenderness chlorothiazide brought 
relief. In 4 patients with headache, 2 were relieved and 
2 were not. Mild sedatives or tranquilizers given along 
with chlorothiazide were helpful in resistant cases. 


The dashboard femoral fracture 


> THE PATHOMECHANICS, treatment, and prevention 
of femoral fractures due to automobile accidents are 
discussed by Colonel Sterling J. Ritchey, Captain 
George J. Schonholtz, and Colonel Milton S. Thomp- 
son, Medical Corps, U.S. Army, in the December 1958 
issue of The Journal of Bone and Joint Surgery. 
Basically, this fracture results from instantaneous 
longitudinal compression of the femoral shaft by ex- 
traordinary force, resulting in structural failure of the 
shaft over a long area, with extreme fracture com- 
minution. In a series of 30 such fractures it was found 
that all patients were front seat occupants and 13 were 
drivers. None was wearing a seat belt. All were males. 
Twelve of the accidents occurred as the result of a 
head-on collision with another moving vehicle, and 17 
were the result of hitting fixed roadside objects. All 30 
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patients had moderately to severely comminuted frac- 
tures, and definite ipsilateral knee injury occurred in 
24 (80 per cent). Fourteen patients were treated by 
skeletal traction, and 16 patients by open reduction 
with varied forms of internal fixation. The average 
time before unprotected weight-bearing was allowed 
in this latter group was 11 months, 1 month longer 
than with closed methods. The complication rate in the 
open group was 56 per cent as compared to 14 per 
cent in the closed group. There were 50 per cent ex- 
cellent end results in the closed group compared to 6 
per cent excellent results in the open method group. 
The poor results in the group treated by open methods 
were primarily because of complications arising from 
operative intervention and to shortening of the femor 
not controlled by internal fixation. Skeletal traction is 
thus the treatment of choice unless there is bony, liga- 
mentous, or extensive soft-tissue injury about the knee, 
in which case supracondylar femoral traction should be 
elected. 

Prevention of this injury requires safety engineer- 
ing of automobiles and highways. Proper construction 
of the instrument panel and installation of seat belts 
will specifically prevent dashboard injury to the femur, 
knee, and hip, but on jackknifing will not prevent other 
associated injuries. The removal of roadside impact 
objects, construction of widely separated dual high- 
ways, and planting of low roadside shrubbery are rec- 
ommended to reduce the number of head-on collisions, 
which cause so many highway deaths, as well as this 
formidable dashboard injury. 


Influence on sexual function of 
abdominoperineal resection for 
ulcerative colitis 


> sIxTy PATIENTS who underwent abdominoperineal 
resection for far-advanced ulcerative colitis form the 
basis of a report by LeRoy H. Stahlgren, M.D., and 
L. Kraeer Ferguson, M.D., in the October 30, 1958, 
issue of The New England Journal of Medicine. Of 
the 60 patients, 25 were males and 35 females. Five of 
the males complained of sexual dysfunction, but only 1 
of these was under 51 years of age. This patient was 
37 years old, and only 1 year had elapsed since opera- 
tion. The disability was partial in all 5 patients and 
was continuing to improve in 2. Sexual intercourse 
was possible in every case. Of the 18 males in the 
highly significant age group between 20 and 49 years, 
14 were married. Nine of these reported that their 
wives had become pregnant at least once. There was a 
total of 15 pregnancies. Only 2 of the 24 females 
whose sexual function could be evaluated complained 
of disturbances. Twenty-two stated that function was 
unchanged or improved. Two women became pregnant. 
It is unlikely that men or women in the sexually active 
years will notice any alteration in sexual function after 
abdominoperineal resection provide that the surgeon 
avoids damaging the pelvic autonomic nerves. These 
nerves are most easily damaged at the sacral promon- 
tory, or lateral and anterior to the rectum in the recto- 
vesical and rectouterine spaces. Dissection should spare 
as much peritoneum as possible in these areas and 
should be carried out close to the rectum. Abdomino- 
perineal resection should be a more limited operation 
when performed for inflammatory disease than when 
done for cancer. 
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Books for review which were received during the period 
from January 5 to February 5 are listed on advertising pages 
190, 192, and 193. Reviews of these books will be published as 
Space permits. 


>» HUMAN DISSECTION. Its Drama and Struggle. By 
A. M. Lassek, M.D., Ph.D., Department of Anatomy, Boston 
University School of Medicine, Boston, Massachusetts. Cloth. 
Pp. 310, with illustrations. Price $6.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, Springfield, Illinois, 
1958. 


Dr. Lassek has brought together many of the out- 
standing events and personalities that have been in- 
separably linked with the development of the study of 
anatomy. He has traced the history of this study from 
early times to the present, where it occupies an impor- 
tant place in the fields of medicine and art. Considerable 
space has been devoted to the unlawful procurement 
of bodies for dissection. Although all that is recounted 
is true, and a very important part in the history of 
anatomy, we must realize that we still have to consider 
public opinion, emotions, lack of understanding, and ig- 
norance. Members of the professions will read and 
understand such occurrences and regard them as being 
associated with a period through which the art and 
science of anatomy passed. Understanding on the part 
of a certain segment of the laity may not be as readily 
obtained, and some may ponder the advisability of per- 
mitting human dissection. The right to dissect the hu- 
man body has, in some parts of this country, been ob- 
tained only rather recently. Satisfactory anatomic laws 
are not easily acquired and must be guarded in the in- 
terests of humanity and the world of learning. One 
aspect of the story of human dissection appears to have 
had little consideration by the author, the aspect that 
concerns the regulations controlling the final disposal 
of anatomic research material and the respect with 
which dissected bodies are treated. In the Common- 
wealth of Pennsylvania a funeral service is held and a 
record is kept of grave numbers where specific bodies 
are buried. Such an inclusion in the book would, I 
feel, be met with a favorable reaction by the laity and 
help dispel some of the opposition and misconceptions 
that still exist. 

Although the span of the civilized age is 4,500 
years, it is only since 1543, or in the past 415 years, 
that there has been any major growth in the field of 
medicine. Prior to that time religious beliefs, supersti- 
tions, barbaric customs, and cultural limitations handi- 
capped the study of man through human dissection. 
Man’s conception of the soul, death, and the hereafter 
had a restraining effect upon the study of the human 
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body. Fear of the unknown undoubtedly played an im- 
portant part, as did fear of death, demons, and destruc- 
tion by ghosts. Mummification, as practiced in Egypt, 
was carried out to preserve the body for the re-entrance 
of the soul at some later date, rather than for the pur- 
pose of study. 

The Renaissance was marked by cultural and social 
advance and exploration. The Black Plague served to 
make man realize his frailties and to unshackle the 
minds that had been held captive by theorists and phi- 
losophers. During this period the interest in the study 
of human anatomy increased. Some dissection demon- 
strations were performed after being well advertised to 
the public, and the occasion was often marked by gaiety 
and banquets. 

There was great difference of opinion regarding 
these demonstrations. One small-group composed of 
physicians and students wanted to know and understand 
the structure of the body, while a larger group was 
made up of the nonmedical population. The latter in- 
cluded the churchmen, who to a large extent were op- 
posed to dissection. Instances are to be found in which 
the practice was favored by religious leaders, as for 
instance Pope Sixtus IV (1414-1484), who gave per- 
mission to open human bodies. 

The artists of the period contributed greatly to the 
progress of the study of anatomy. Leonardo da Vinci, 
Michelangelo, Albrecht Diirer, and Titian spent time 
dissecting. Michelangelo is said to have spent 16 years 
in this study, and da Vinci performed more than 100 
dissections. It was the artists who first taught the 
public the importance of anatomy through the realism 
of their work. Da Vinci is outstanding among artists- 
anatomists. His interest in the subject was evidenced 
at the age of 17, and his attention to anatomic detail 
continued throughout his life. He believed that more 
complete dissections were necessary for an adequate 
understanding of the body, with the result that he in- 
vestigated “the anatomic secrets” of man with much 
more than artistic interest. He worked with such sci- 
entific exactness that William Hunter referred to him 
as the greatest anatomist of his era. 

As one reads the review of the Renaissance period, 
he is reminded of prominence in the history of anatomy 
of the universities, such as Bologna, Padua, Mont- 
pellier, and Paris. Teachers, after some of whom struc- 
tures have been named, spring to life again in the pages 
of the book. Gabriel Fallopius, as well as Sylvius and 
his students Servetus and Vesalius, are men of that 
period whose works have lived after them. Difference 
of opinion, open criticism, and hard feelings existed 
among the great and near great of the day. Sylvius 
idolized Galen and took violent exceptions to Vesalius’ 
observations that did not agree with those of Galen. 
Vesalius became an open critic of Sylvius, whom he 
outshone in accomplishment. 

The author rightly devotes a well-written chapter 
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to the life of Andreas Vesalius (1514-1564) who was 
horn in Belgium. He is recognized as having had a 

werful influence upon the medical world; it is said 
that he gave it direction. He searched out fundamental 
truths and it is natural that he resolved to devote his 
energy, talents, and very life to the study and teaching 
of anatomy. He studied and taught at the Universities 
of Paris and Louvain ; he received his doctorate at the 
University of Padua and was appointed Professor of 
Surgery, assigned to teach anatomy. 

His fame spread rapidly and when it was known 
that he was to perform an anatomic demonstration, a 
large and interested crowd attended. He followed a 
definite plan and order of dissection and made use of 
such visual aids as specimens, drawings, and charts. 
Dr. Lassek comments thus on the great teacher: 


The first anatomical contributions which Vesalius made at 
Padua were done in the interests of his pupils. First, he articu- 
lated a human skeleton for use in the classroom. In addition, 
he prepared a set of six loose-leaf anatomical plates, the Tab- 
ulae Anatomicae, intended to assist beginners in anatomy. Final- 
ly, he edited Guinterius’ Institutionum Anatomicarum, which 
was issued in April, 1538. 


In 1543 Vesalius, with the assistance of Jan 
Stephan Van Calcar, an artist, and Johannis Oporinus, 
a printer, published the famous De Humani Corporis 
Fabrica, recognized as an epochal anatomic work, rich 
in illustrations and descriptive text. The original wood- 
cuts used in this work were in existence until World 
War II when they were destroyed during the bombing 
of Vienna. Vesalius died at the age of 53. 

The advancement of anatomy in France is shown 
by Petit, Lieutard, and Desault, who advocated dis- 
section from the surface of the body down to the os- 
seous structures. Here students “worked in groups of 
three on a cadaver: one reading, one dissecting, and 
one drawing,” a method popular today in many institu- 
tions. In Germany the human body was compared to a 
machine, indicating the cognizance of the relationship 
that exists between structure and function. In Holland, 
where the Flemish painters and sculptors became well 
known for their art, anatomy was appreciated and laws 
were more favorable than in other countries. For some 
time cadavers were more plentiful, and it was in Hol- 
land that embalming was undertaken, as well as the 
preparation of specimens by corrosion. 

Difficulty in the procurement of bodies for dis- 
section has been a universal problem in the European 
countries. Of the Asiatic countries, Japan appears to 
have been the most progressive, but in Asia in general 
the majority of workers in the field of anatomy have 
either been of foreign birth or have received their 
training in foreign countries. 

Laws controlling the use of human bodies for dis- 
section have a long and interesting history dating from 
the days of early anatomic studies. The bodies of 
criminals, paupers, and unclaimed persons constituted 
the principal legal source of anatomic material. Super- 
stition, ignorance, the disfavor of religious leaders and 
sects, and public opinion worked together to limit the 
supply. Sooner or later, wherever anatomy was studied 
this problem became critical. Such being the case, it 
is not surprising that the resurrectionists occupy a 
very conspicuous place in the history of anatomy. The 
demand for bodies for study increased as it became 
more and more evident that the existing impressions 
regarding morphology of the body were not based on 
scientific observations and knowledge. Such a state of 
affairs retarded the progress of medicine and served to 
increase the illegal procurement of bodies. 
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Grave robbing appeared to be the answer to the 
universal shortage of bodies. The people who carried 
on this highly questionable occupation were referred to 
as resurrectionists. Their methods were many and 
their activities shrouded in a certain amount of mys- 
tery and secrecy. Secrecy often surrounded the actual 
dissection which, on occasion, was done in the house 
of a physician. The unlawful procurement and trade 
in bodies reached out to include murder. Perhaps the 
most famous case in this connection was that of Burke 
and Hare in Edinburgh, Scotland. These notorious 
characters provided bodies for a Dr. Robert Knox, 
who was himself a colorful and interesting personage 
of the times, whose classes were popular and well at- 
tended. The publicity given this case was highly sen- 
sational and did little to aid the cause of developing the 
study of anatomy. Actually it aroused public sentiment 
against it not only in Great Britain but in this country 
as well. Several writers of the day seized upon it as a 
theme for their novels. The only good that can be 
claimed to have resulted from such conditions and ac- 
tivities was that they emphasized the need for proper 
legislation to protect the public and at the same time 
foster the scientific advance of the study of man. 

It was the unlawful procurement of bodies that 
resulted in passage by the British Parliament of the 
Warburton Act, which became law on August 1, 1832. 
The essentials of this Act are still observed in some 
places. The points of this Act are quoted as follows: 


1. Repealed the law making it compulsory to dissect the 
body of an executed murderer. 

2. Created a supervisory board of inspectors. 

3. Made any body, unclaimed forty-eight hours after death 
available for anatomizing providing the person had not ex- 
pressed a desire, during his final illness, to be properly buried. 

4. Allowed persons to will their bodies if their nearest of 
kin did not object. 

5. Made obligatory the burial of the dissected remains with 
religious services. 


Thus in 1832 there was enacted a law which, al- 
though not providing for an adequate supply of bodies, 
did much to put an end to illegal practices and trade in 
them as well as improving public relations. It should, 
however, once more be stressed that the importance of 
public opinion is still great and that the supply of bodies 
is still limited. Public officials, educators, anatomic 
boards, and undertakers must be kept fully informed 
of important legislation and must work together for the 
best interests of public health and learning. 

The history of human dissection in the United 
States is marked by grave robbing, riots, opposition, 
and misunderstanding. These reactions were compara- 
tively short-lived, because of the improved cultural and 
social level of an influential segment of the population. 
In some states, however, the fact that dissection was 
included in the medical curriculum prevented the es- 
tablishment of medical schools. In New England, word 
that a school was to be established resulted in the speedy 
enactment of laws regarding the procurement of bodies. 
In his presentation of the subject, Dr. Lassek has con- 
sidered the United States, regionally. There is a certain 
‘similarity of experience in these regions as the opening 
of medical schools spread throughout a growing country. 

The establishment of the Harvard Medical School 
has associated with it the name of a graduate with vi- 
sion, Ezekiel Hersey, of the class of 1728. In 1770 
Hersey bequeathed 1,000 pounds to the institution for 
the establishment of a professorship of anatomy and 
surgery. The School itself was founded in 1782. Ana- 
tomic specimens that were collected prior to its open- 
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ing were lost by fire. During the early days of the 
school, the name of John Warren was well known. 
Although he taught several subjects, he was primarily 
an anatomist. Another well-known teacher to head this 
work at Harvard (1847-1882) was Dr. Oliver Wendell 
Holmes. As one reads about the personality of Dr. 
Holmes, the greatness of the man is striking and he 
seems to live again. He studied in Paris for a time, 
becoming familiar with the works of the earlier 
anatomists, of whose mistakes and misconceptions he 
was tolerant. He avoided professional jealousies, tried 
to avoid tension among the students in his classes, and 
favored oral examinations. It is said of him that he 
grew old gracefully and one is certain that, like so 
many of the masters, the good that he did lives on. 

The University of Pennsylvania is described as 
“the pioneering medical school” in the United States in 
1765. Such noteworthy anatomists as Shippen and 
Wistar taught there. The museum named after the 
latter is well known and contains numerous prepara- 
tions representing hours of careful dissection. Wistar 
stressed the importance of having each student provid- 
ed with a set of bones, a teaching aid that is still 
popular. 

As the subjects included in the medical curriculum 
increased in number, the position held by anatomy be- 
came subject to considerable study. The Flexner Re- 
port of 1910 is perhaps the best known of the several 
that have resulted from groups formed to examine 
medical education. Flexner placed anatomy first in the 
curriculum because it is fundamental. He mentioned 
the several segments and systems of the body as being 
combined and related, giving evidence of an apprecia- 
tion of the importance of the unitary concept of man. 

The Weiskotten report of 1940 contains some very 
interesting observations. It states that no subject in 
medical education is more basic than anatomy, and 
emphasizes the need for capable and scientific leader- 
ship for the students of anatomy. Gregg, in an article 
written in 1942, gave his opinion that “more time 
should be devoted to teaching what is known of human 
individuality, growth, the aging process, the endocrines 
and heredity.” Dock’s opinion was that anatomy was 
never taught as a cultural subject, that its present 
teachers “have been mostly students of biology and 
physiology who have no practical interest in the sub- 
ject... .” The truth of these and other observations 
found in this part of the discussion accounts in ‘part 
for some of the lack of anatomic knowledge that pre- 
vails. Were the comments of Gregg taken seriously, 
there would be less “‘slide-rule” diagnosis and treatment. 


In summary, one’s impressions are that Dr. Lassek 
has written a scholarly presentation of the story of 
human anatomy and that it has been developed in an 
interesting and instructive manner. It is recommended 
for its cultural and historical values to students and 
graduates. The reaction of the laity to so much de- 
scription of the work of the resurrectionists and the 
unlawful procurement of bodies may not be favorable 
in some quarters. Although historically the account is 
correct, public opinion regarding human dissection still 
constitutes an important, if not critical, problem. With 
this in mind, further discussion of the respect with 
which bodies are now regarded and the laws that re- 
quire funeral services and proper records of final rest- 
ing places could have been a valuable contribution to 
the promotion of good public relations. Certainly those 
whose bodies reach an anatomy laboratory before bur- 
ial serve their fellow men even after death. 

Ancus G. Catuig, D.O. 
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®» THE CARE OF THE GERIATRIC PATIENT. Editeg 
by E. V. Cowdry, Ph.D., Sc.D. (Hon.), Director of Wernse 
Cancer Research Laboratory, Washington University School 
of Medicine; formerly President of the Gerontological Society 
and of the Second International Gerontological Congress: 
Chairman of the Medical and Scientific Committee, American 
Society for the Aged, Inc. Cloth. Pp. 438, with illustrations. 
Price $8.00. The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1958. 


When medical scientists became aware of the tre- 
mendous implications of their success in extending the 
life span, they at once began to investigate the manifold 
aspects of health and disease in old age, and the results 
have shed considerable light on this relatively new field 
of research. The trouble is, as Dr. Cowdry points out 
in the preface to this book, that the acquisition of new 
facts soon outstripped the application of those we 
already knew, so that we now have on one hand a mass 
of potentially significant data and on the other a mass 
of old people who still aren’t being helped, particularly, 
This small but powerful book is an answer to the 
question of what’s to be done here and now to “add 
life to the years” that our old people still have ahead 
of them. Directed primarily to physicians, it is a book 
to be put at the top of every physician’s required- 
reading list. But it is also a book that can be read with 
profit by qualified middle-agers in general, either to 
guide them in securing the best care for their aging 
relatives, or to help them gird their loins for their own 
battles against the degenerative influences of old age. 

“Burdened with the accumulation of biologic in- 
sults and psychologic habits, and blessed or cursed with 
the capacity to appreciate the significance of fleeting 
time, the elderly individual is a unique personality who 
requires special consideration in his management as a 
patient.” Thus Wilma Donahue, one of Dr. Cowdry’s 
distinguished collaborators in this work, epitomizes the 
thesis that brings unity and coherence to the diversely 
written chapters. Because the older person is charac- 
terized by complex individuality, and because his only 
sure prospect is death, his physician must be his guide, 
philosopher, and friendly companion. The physician 
must be equipped not only to maintain his patient at 
the optimum physical level, but to help the patient dis- 
cover how to help himself. The physician who enters 
this field must be both geriatrician, concerned with the 
clinical problems of aging, and gerontologist, concerned 
with the broad general problems—biologic, social, eco- 
nomic, and medical. He must know how to obtain the 
maximum aid from community services available to his 
elderly patients, most of whom will have only slender 
financial resources. And he must be willing to accept a 
smaller, yet more time-consuming, practice than would 
be his in any other specialty. 

From a clinical standpoint, the book stresses the 
point that disease and debility are not inevitable com- 
ponents of the aging process. Mental powers can be 
maintained at as high a level in old age as in earlier 
years. The significance of apparently minor endocrine 
disorders, as for example a slight malfunctioning of the 
thyroid, needs to be thoroughly appreciated. New find- 
ings in nutrition and in surgery make it possible to 
correct many conditions formerly thought incurable in 
elderly patients. Anesthesia, chemotherapy, nursing 
care, all embody principles especially applicable to the 
geriatric patient. 

Dr. Cowdry’s purpose in compiling this book was 
to set forth all that is currently known about the prac- 
tical, comprehensive care of elderly patients—what can 
be done today to meet their particular needs. The roster 
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of scientists who responded to his call is impressive 
indeed. And each author has done a most competent job 
of explaining the situation in his special field without 
losing sight of the focal point—the patient—yet with 
no lapses into sentimentality. Each section, though 
brief, is surprisingly complete ; the writing is clear and 
straightforward. The whole treatment, from foreword 
to index, is eminently sensible, and the book can hardly 
be recommended too highly. 


» AUTOPSY DIAGNOSIS AND TECHNIC. By Otto 
Saphir, M.D., Pathologist, Michael Reese Hospital; Clinical 
Professor of Pathology, University of Illinois Medical School, 
Chicago ; Consultant, Armed Forces Institute of Pathology. Ed. 
4. Cloth. Pp. 549, with illustrations. Price $8.50. Paul B. 
Hoeber (Medical Book Department of Harper & Brothers), 49 
East 33rd Street, New York 16, 1958. 


The fourth edition of this book on autopsy technic 
has few radical changes from its earlier versions, other 
than expansion of certain areas to conform to general 
medical advance. The section on diseases of the breast 
and the discussion of medicolegal problems have been 
enlarged, and more comprehensive coverage is given to 
the problems of congenital anomalies and bone and 
joint diseases. New chapters concern the history of au- 
topsy, autopsy performed on bodies treated with radio- 
active isotopes, and “tissue banking”—the removal and 
storage of cornea, blood vessels, bone, cartilage, and 
skin grafts for use in living patients. 

The book is meant to be a student manual and a 
handbook for the general practitioner who performs 
only on occasional autopsy. It is not a complete pa- 
thology reference, of course, nor does it deal completely 
with medicolegal involvements. However, it does cover 
in outline form almost all phases that are involved in 
the performance of postmortem examinations. 


>» FUNCTIONAL BRACING OF THE UPPER EX- 
TREMITIES. Written and illustrated by Miles H. Anderson, 
Ed.D., Director, Prosthetics Education Project, Prosthetics Ed- 
ucation Project, School of Medicine, University of California, 
Los Angeles. Edited by Raymond E. Sollars, Associate Direc- 
tor, Prosthetics Education Project, Prosthetics Education Proj- 
ect, School of Medicine, University of California, Los Angeles. 
Cloth. Pp. 463, with illustrations. Price $9.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Springfield, 
Illinois, 1958. 


The limited title of this book may belie the breadth 
of information it contains; not only are methods of 
bracing given, but there are numerous patterns and in- 
structions for making and fitting of assistive devices 
for persons with various degrees of disability. 

The book was written mainly for the instruction of 
paramedical personnel, but it would be of interest to 
anyone concerned with rehabilitation of persons with 
upper extremity disability. It developed as a result of 
research done after World War II, first by the Federal 
government and later by independent organizations. 
The Prosthetics Research Board is the direct parent to 
this project, as well as the Prosthetics Education Pro- 
gram, where the author had long experience. 

The book is “transitional” in appearance, having 
been composed on an electric typewriter and printed by 
offset method. The quality of the illustrations some- 
times suffers, but not enough to make them unusable. 
It does not claim to be exhaustive in coverage, but is 
published in the interest of getting help to patients who 
can use it immediately—with full knowledge that later 
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refinement in technics and better devices will be de- 
veloped with research in the field. It is the first book 
of its kind, but as the author points out, it will not be 
the last. 

General headings in the Table of Contents include 
Functional Anatomy of the Hand, Functional Assistive 
Hand Splints, Feeders, Special Assistive Devices, Basic 
Anatomy of the Arm and Shoulder, Biomechanics of 
Functional Hand Splints and Arm Braces, and Func- 
tional Arm Braces. 


> PRACTICAL NURSING. A Textbook for Students and 
Graduates. By Dorothy Kelley Rapier, R.N., B.S., M.S., As- 
sistant Director, School of Nursing, St. Louis City Hospital, 
St. Louis; Instructor, St. Louis Board of Education, Practical 
Nurse Training Program; Marianna Jones Koch, R.N., B.S., 
Instructor in Medical and Surgical Nursing, St. Mary’s Hospi- 
tal School of Nursing, Quincy, Illinois; Formerly Instructor, 
St. Louis Board of Education, Practical Nurse Training Pro- 
gram; Lois Pearson Moran, A.B., Instructor in Nutrition, St. 
Louis Board of Education, Practical Nurse Training Program; 
Viola Laurent Fleming, R.N., Psychiatric Nurse Full Grade, 
Neuro-Psychiatric Veterans Administration Hospital, Downey, 
Illinois; Formerly Instructor and Supervisor of Psychiatric 
Aides, St. Louis State Hospital, St. Louis; Elwyn L. Cady, 
Jr., LL.B., B.S., M.E.D., Medicolegal Consultant, Kansas City, 
Missouri; and Deborah MacLurg Jensen, R.N., M.A. (Editor), 
Associate Director, School of Nursing, St. Louis City Hospital, 
St. Louis. Cloth. Pp. 789, with illustrations. Price $4.75. The 
C. V. Mosby Company, 3207 Washington Boulevard, St. Louis 
3, 1958. 


Defining the duties of the practical nurse is one of 
the knottiest problems facing hospital administrations. 
At this point, when professional standards are not yet 
standardized within a specific state, much less on a na- 
tional basis, the duties assigned to the practical nurse 
are likely to vary from those of a nurse aide to those of 
a professional nurse. This variation is largely depend- 
ent upon the personnel shortage in a specific commu- 
nity, influenced by the prejudices of those in charge of 
nursing care, and further dictated by the quality of 
practical nurse training available to the persons who 
are applying for work. It is generally accepted as fact 
that the practical nurse has an important place on the 
health team, but all sorts of problems are evident in an 
attempt to define that place. 

The problem obviously plagued the authors of this 
text. Their task was a formidable one: to plan a text 
that would serve for training courses in schools other 
than their own. The result is generally very good, but 
its usefulness will probably depend largely on whether 
the school authorities will find their proportions of em- 
phasis equal to those given in this book. Because of the 
monumental amount of material that could be of as- 
sistance to any practical nurse, the problem of elimina- 
tion becomes a highly individualized one. 

The book is strong in descriptions of certain nurs- 
ing technics and care of the mentally ill. It also seems 
adequate in its coverage of obstetric and pediatric nurs- 
ing, and its sections on nutrition and communicable 
disease, though limited, include salient points. Some 
may question the inclusion of basic pharmacology in a 
text of this kind; however, the emphasis of this section 
is more on the effects of specific agents than on dosage 
and administration. 

Anyone concerned with the teaching of practical 
nurses should at least examine this book to see if it fits 
the needs of their school ; its elimination would be more 
on the basis of emphasis than intrinsic worth. 
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> REHABILITATION IN INDUSTRY. Edited by Donald 
A. Covalt, M.D., Professor, Department of Physical Medicine 
and Rehabilitation, New York University College of Medicine; 
Associate Director, Institute of Physical Medicine and Reha- 
bilitation, New York University—Bellevue Medical Center. 
Cloth. Pp. 154, with illustrations. Price $6.00. Grune & Strat- 
ton, 381 Fourth Avenue, New York 16, 1958. 


This book, one of two which faculty members of 
the Department of Physical Medicine and Rehabilita- 
tion of New York University College of Medicine pub- 
lished in September, was written for persons concerned 
with the new emphasis on industry’s responsibility to 
disabled workers. 

It is a discussion of industrial rehabilitation only, 
while the more technical Rehabilitation Medicine, text- 
book and reference for physicians reviewed in the De- 
cember JOURNAL, includes chapters on numerous phases 
of rehabilitation. 

Importance of early referral, which often results 
in a good prognosis, is stressed at the beginning. Suc- 
ceeding sections describe different types of injuries, and 
the last chapter concerns the need of counseling, job 
orientation, and proper placement. 

The book is concise and accurate, yet terminology 
is not cumbersome. 


>» A STEREOSCOPIC ATLAS OF HUMAN ANATOMY. 
Section IV, The Thorax, View Master Reels 113-122 and 123- 
132. By David L. Bassett, M.D., Professor of Anatomy, Stan- 
ford University, California. Paper. Pp. 139, with illustrations. 
Sawyer’s Inc., Box 490, Portland 7, Oregon, 1958. 


The fourth section of this stereoscopic atlas, cov- 
ering the thorax, has been released. Prior publications 
concerned the central nervous system, head and neck, 
and upper extremity. 

This is an unusual and exciting idea in anatomic 
illustration. The photographs, which are projected in 
three dimensions by means of a viewer or projector, 
are colored views of dissections. They are matched by 
line drawings in an accompanying atlas, giving names 
of the parts shown. The series can be used either as an. 
individual study aid or as a class illustration, and the 
advantages of three-dimensional viewing are obvious in 
either situation. In an effort to make more graphic the 
contrasts, the veins and arteries have been injected with 
blue or red substances. The colors in general are very 


The publisher might check the meaning of the 
word “‘illusive,” which is used in a questionable sense 
in the explanatory note at the beginning of each volume. 


>» ELECTROCARDIOGRAPHY. By Michael Bernreiter, 
M.D., F.A.C.P.; Assistant Clinical Professor of Medicine, Uni- 
versity of Kansas Medical School; Chief of Electrocardiogra- 
phy, St. Mary’s Hospital, Kansas City, Missouri; Fellow of 
the American College of Cardiology; and Fellow of the Ameri- 
can College of Chest Physicians. Cloth. Pp. 134, with illustra- 
tions. Price $5.00. J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1958. 


A growing interest in electrocardiography has led 
to the writing of this book. Directed to medical stu- 
dents, general practitioners, and internists, it is an out- 
line of basic principles necessary to understand phases 
of the procedure as it is used in general practice. Much 
of the material is derived from personal experience. 
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In many cases diagnoses made from electrocardig. 
grams were confirmed after necropsies were performed 
but the author emphasizes in the preface that clinjeal 
observation is important and this “clinical tooi’’ is only 
an aid in making final decisions. 

The first part of the book gives fundamental fagts 
concerning electrical phenomena of both normal and 
abnormal actions of the heart. 

Schematic diagrams supplement the electrocardio. 
grams as illustrations. 

Although the writer writes simply and concisely 
and omits some details of the complex topic, he has 
made the book thought-provoking and challenging, 


» CHEMISTRY FOR MEDICAL TECHNOLOGISTS, By 
Charles E. Seiverd, Chief Technologist, Doctor’s Clinical Lab- 
oratory; Director of Research, The Horizon Laboratories, Glen- 
dale, Arizona. Cloth. Pp. 465, with illustrations. Price $10.75, 
The C. V. Mosby Company, 3207 Washington Boulevard, St. 
Louis 3, 1958. 


This new text for the student medical technologist 
includes only the parts of formal chemistry that the 
author feels are essential for that occupation. This 
means that only a small portion of the text is devoted 
to the science of chemistry; the major share of the 
book is a laboratory guide, giving technics for analysis 
of urine, blood, spinal fluid, and gastric and duodenal 
substances. Even these technics are limited in coverage 
to the most popular, based on surveys made among 
medical technologists. 

The book, though limited, is very clear and seems 
to be practical. Its proof of worth will, of course, come 
as a result of use. 


> CARCINOMA OF THE LUNG. Volume 1. Neoplastic 
Disease at Various Sites. General Editor, D. W. Smithers, 
M.D., F.R.C.P., F.F.R. Edited by J. R. Bignall, M.D., M.R.C.P., 
Assistant Physician, Brompton Hospital; Senior Lecturer, In- 
stitute of Diseases of the Chest, Brompton Hospital; Research 
Assistant, Radiotherapy Department, Institute of Cancer Re- 
search, Royal Cancer Hospital. Cloth. Pp. 298, with illustra- 
tions. Price $10.50. The Williams & Wilkins Company, Mount 
Royal and Guilford Avenues, Baltimore 2, 1958. 


The series of which this volume is the first pub- 
lished part is expected to contain about thirteen mono- 
graphs on neoplastic diseases. Besides the volume un- 
der review, volumes two and three, covering tumors of 
the bladder and cancer of the rectum, are presently 
available. Next to follow will be discussions of cancer 
of the prostate, intracranial and spinal tumors, and 
tumors of the esophagus. Finally, monographs on car- 
cinoma of the larynx, pharynx, thyroid, breast, and 
uterus, as well as on the leukemias and malignant 
lymphomas, will appear. 

If the first book is an index of general quality, 
this should be a most worth-while undertaking. The 
only problem is one chronic in the field: Any book on 
cancer is at least partly outdated before it is off the 
press. However, this book makes little attempt to in- 
corporate therapeutic methods that are not yet well es- 
tablished; so that its conservative approach makes it 
more timeless than might otherwise be the case. Its 
main virtue is the systematizing of knowledge on a spe- 
cific type of neoplasm. American physicians might 
differ with the British authors in choice of included 
material, but in general should find the book and its 
successors useful. 
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Hospital -tested—Feed-Rite plastic 

0% 3 Nursers can be safely steam steril- 
ized in the home for new babies. 

‘te : Feed-Rite Nursers are the first 

- hospital-white nursers made of pure 

de Marlex, a semi-rigid, smooth- 

ong surfaced plastic, which is non-toxic, 

“a unbreakable, will not absorb odors 
; and withstands temperatures up to 

| 250°F. The plastic Feed-Rite nipple 

covers make possible effective ter- 

= minal sterilization in the home — ; 

mt nipples are fully covered and in an 

b- upright position — provide sterile 

; : protection of nipple and formula 

y right up to feeding time. 

; : | First plastic nurser for babies of any age. 

it 


REPORTS OF IMPARTIAL TESTING LABORATORIES 
AVAILABLE UPON REQUEST FROM THE 


> RUBBER COMPANY, PROVIDENCE 2, R. lI. 
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NEW THERAPEUTIC CHEMICAL 


a NEW 


DIMENSION 
IN THE 
TREATMENT OF CONSTIPATION 


DOXIDAN 


The Surfactant Laxative 


“Ideal” laxative therapy has now been made possible by the application of a new principle based 
on the double surfactancy of the new therapeutic chemical, calcium bis-(dioctyl sulfosuccinate). 


Doxidan provides positive, reliable laxative action with: 

® Greatly reduced laxative dosage and optimal surfactancy. 

® The least possible disturbance of normal body physiology. 

® Freedom from the discomfort of bowel distention. 

® Freedom from “oily leakage” and interference with vitamin absorption. 

® Freedom from pain and “cramping.” 

® Greatly reduced risk of laxative habituation. 
No longer is a “cathartic flush” needed to expel a hardened resistant fecal mass. Instead, once 
calcium bis-(dioctyl sulfosuccinate) has rendered the mass malleable and mobile, a gentle peri- 
staltic stimulant is all that is needed to correct bowel dysfunction. 

Doxidan is a true synergistic combination of calcium bis-(dioctyl sulfosuccinate), the 
new surfactant fecal softener, and Danthron, a mild peristaltic stimulant which acts solely in 
the lower bowel. : 

This new dimension in treatment (Doxidan therapy) results in soft, “normal” stools 
gently stimulated to evacuation. 

Each maroon soft gelatin capsule contains 50 mg. Danthron (1,8-dihydroxyanthraquinone) 
and 60 mg. calcium bis-(dioctyl sulfosuccinate). 
dosage: For adults and children over 12, one or two capsules. For children, age 6 to 12, one capsule. 
Give at bedtime for 2 or 3 days or until bowel movements are normal. 
supplied: Bottles of 30 and 100 soft gelatin capsules. 


| LLOYD BROTHERS, INC. | CINCINNATI 3, OHIO 
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CONTROL 


VERTIGO, DIZZINESS. 
AND 
ELEVATE THE 


® 
with Dramamine-D 

brand of dimenhydrinate with dextro-amphetamine sulfate 

“Disturbances of balance resulting from vestibular disorders have long been known to lead 
to severe anxiety.’’* 

Vertigo—whether of organic or functional origin—tends to leave depression in its wake. 

Dramamine-D is a therapeutic combination designed for treatment of the entire vertigo- 

reaction syndrome. Each tablet contains dimenhydrinate (50 mg.) to control dizziness, 


and dextro-amphetamine sulfate (5 mg.) to elevate the mood. 
*Pratt, R. T. C., and McKenzie, W.: Anxiety States Following Vestibular Disorders, Lancet 2:347 (Aug. 16) 1958. 


® 
D ram am i n e available as tablets, ampuls, liquid, suppositories 


Research in the Service of Medicine SEARLE 


Vor. 58, Mar. 1959 A-77 


7 
q 
d 
i 
4 
7 he, 
| 
| 
= 


7 rol of — 
in the 
atient: 
p 
95% effective in published cases‘* 
‘ No. of 
Conditions treated Patients 
ALL INFECTIONS 558 
Respiratory infections 258 
Pharyngitis and/or tonsillitis 65 
Pneumonia 90 
Infectious asthma 44 
Otitis media 31 
Other respiratory 28 
(bronchitis, bronchiolitis, 
bronchiectasis, pneumonitis, 
laryngotracheitis, strep throat) 
Skin and soft tissue infections . 230 
Infected wounds, incisions and 
lacerations 41 
Abscesses 51 
Furunculosis 58 
Acne, pustular 43 
Pyoderma 19 
Other skin and soft tissue 18 
(infected burns, cellulitis, 
impetigo, ulcers, others) 
Genitourinary infections 28 
Acute pyelitis and cystitis 10 
Urethritis with gonorrhea or cystitis 8 
Pyelonephritis 4 
Salpingitis 5 
Pelvic inflammation with endometriosis 1 
Miscellaneous 42 
(adenitis, enteritis, enterocolitis, 
subacute bacterial endocarditis, fever, 
hematoma, staphylococcus carriers, 
osteomyelitis, tenosynovitis, septic 
arthritis, acute bursitis, periarthritis) i 
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COMPARATIVE TESTS BY THREE METHODS 
(0ISC, TUBE DILUTION, CYLINDER PLATE) 
ON 130 STAPHYLOCOCCI? 


21.2% 
42.4% 


18.2% 


B antibiotic A 2-10 units [ Tao 2-15 mcg. 
Antibiotic B 5-30 meg. 
Antibiotic C 5-30 mcg. 


Percentage of organisms inhibited by the range of 
concentrations listed for each antibiotic. 
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antibiotic D 2-15 mcg. 
BE Antibiotic E 5-30 mcg. 


Other Tao advantages: 


Rapidly absorbed — stable in gastric acid,” TAO 
needs no retarding protective coating 

Low in toxicity — freedom from side effects in 96% 
of patients treated; cessation of therapy 
is rarely required 

Highly palatable — “practically tasteless’” active 
—— in a pleasant cherry-flavored 
medium. 


Dosage and Administration: Dosage varies accord- 
ing to the severity of the infection. For adults, the 
average dose is 250 mg. q.i.d.; to 500 mg. q.i.d. in 
more severe infections. For children 8 months to 
8 years, a daily dose of approximately 30 mg./Kg. 
body weight in divided doses has been found effec- 
tive. Since TAO is therapeutically stable in gastric 
— it may be administered without regard to 
meals. 


Supplied: TAO Capsules— 250 mg. and 125 mg., 

bottles of 60. TAO for Oral Suspension—1.5 Gm., 

125 mg. per teaspoonful (5 cc.) when reconsti- 

pies: unusually palatable cherry flavor; 2 oz. 
e. 


References: 1. Koch, R., and Asay, L . D.: J. Pediat., 
in press. 2. Leming, B. H., Jr., et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958.3. Mellman, et al.: Paper presented 
at the Symposium on Antibiotics, Washington, D. C., 
Oct. 15-17, 1958. 4. Olansky, S., and McCormick, G. E., 

Paper at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 5. Shubin, H., 
et al.: Antibiotics Annual 1957-1958, New York, N. Y., 
Medical Encyclopedia, Inc., 1958, p. 679. 6. Isenberg, 
H., and Karelitz, S.: Paper presented at the Symposium 
on Antibiotics, Washington, D. C., Oct. 15-17, 1958. 
7. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy 
5:527 (Aug.) 1958. 8. Kaplan, M. A., and Goldin, M.: 
Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 9. Truant, J. P.: 

Paper ee at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 


Tao dosage forms — 
for specific clinical situations 


Tao Pediatric Drops 
For children — flavorful, easy to administer. 


Supplied: When reconstituted, 100 mg. .per cc. 
Special calibrated droppers—5 drops (approx. 
25 mg.) and 10 drops (approx. 50 mg.). 

10 cc. bottle. 


Tao-AC (Tao anaigesic, antihistaminic compound) 


To eradicate pain and physical discomfort in 
respiratory disorders. 
Supplied: In bottles of 36 capsules. 


(Tao with triple sulfas) 


For dual control of Gram-positive and Gram-nega- 


tive infections. 
Supplied: Tablets, bottles of 60. Oral Suspension, 
bottles of 60 cc. : 


Intramuscular or Intravenous 
For direct action —in clinical 
Supplied: In 10 cc. vials. 


MTRADEMARK 


New York 17, N.Y. . 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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quick, accurate early pregnancy diagnosis... 
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new, 


3-day oral test 
for pregnancy 


Pro-Duosterone 


anhydrohydroxyprogesterone 50.00 mg. 


activated by ethinyl estradiol 0.03 mg. \ per tablet 


safe.....physiologic.....therapeutic 


Pregnancy may now be diagnosed safely, simply and accurately in its earliest weeks by oral adminis- 
tration of Pro-DuosteRone® tablets four times daily—with each meal and at bed time—for’only 
three consecutive days. In the nonpregnant patient uterine bleeding usually occurs 3 to 7 days after 
progesterone therapy. ' No bleeding occurs when pregnancy exists;'on the contrary, gestation is pro- 
tected.? Moreover, in short-term functional amenorrhea regular menstrual cycles are usually restored 
by oral progestogen.’ 


The speed and precision of this aiid diagnostic test are unsurpassed, and “no laboratory equipment, 
animals, or specimens are needed.’’! The 3-day, oral Pro-DuosTERonE test for pregnancy is also less costly 
than biologic methods. Finally, full diagnostic and therapeutic efficiency is assured by the small estrogen 
component of the Pro-DuosteronE formula since “Progesterone has no action whatsoever in the 
absence of estrogens.”*® Supplied: Bottles of 24 pink tablets. 

Roussel Corporation, 155 East 44th Street, New York 17, N.Y. 


1. Hayden, G. E.: Am. J. Obs. & Gynec. 76:271, 1958. 2. New & Nonofficial Drugs: J.A.M.A. 168:181, 1958.3. Page, E.W.: GP 9:53, 1954. 
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C HYM A ® AQUEOUS is indicated as:#a therapeutic agent 


—Chymar abolishes inflammation, hastens ab— 
sorption of edema and blood extravasates, relieves pain, restores impaired 


local blood and lymph circulation. # a prophylactic agent—-Chymar, when 
given early, suppresses the development of the inflammatory tissue re- 


action and edema. # an adjunctive agent—-Chymar supplements antibiotics 
in local infections and is useful in inflammatory dermatoses. # Sup- 


plied: 5 cc. multiple dose vials. Each ml. contains 5,000 = 
Armour Units of chymotrypsin. Also available—Chymar in Oil. 5 


ARMOUR 


PREFERRED 
FOR 
SYSTEMIC 
ANTI- INFLAMMATORY 
ACTION 


obstetrics— 
gynecology 


>. 
respiratory 
tract 


conditions eye 


diseases | 


ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINOIS / a@ leader in biochemical research 
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PROZI 


Satisfactory modification of the mani- 


festations of abnormal brain activity is 


often achieved with individual psycho- 
gs acting on a single sector of the brain. 
In many patients, however, and despite high dos- 
ages, or change to another agent, response is only 
partial and is associated with lethargy and other 
more undesirable by-effects. Investigators have 
postulated that agents which will simultaneously 
alter the activity of more than one sector of the 
brain might produce a more satisfactory modifi- 
cation of undesirable emotional and behavioral 
patterns, thereby promoting a greatly improved 
total patient-response. To test this theory investi- 
gators recently have administered a low dosage of 
promazine, a phenothiazine, with a low dosage of 
meprobamate. The enhanced beneficial response 
elicited by this low-dosage dual attack is provided 


by PRozinE and warrants your consideration. 
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and promazine hydrochioride, Wyeth 


SPECIFIC CONTROL tHrouch DUAL ACTION 


PROZINE controls anxiety and tension as well as motor 
excitability. This effect on the components of emotional reaction is possible 
because of the dual sites of action of ProzinE—the thalamic and hypothal- 
amic areas of the brain. The unique dual action of Prozine enables the 
physician to exert more specific control of emotionally disturbed patients. 
PROZINE is indicated in patients with a primary emotional disturbance, 
in patients with emotional disturbance unrelated to their organic disease, 
and in patients emotionally disturbed by primary organic disease. 

PROZINE controls moderate to severe 
emotional disturbance manifested by apprehension and agitation, insomnia, 
depression, nausea and vomiting, gastrointestinal disturbances, alcoholism, 
menopausal symptoms, or premenstrual tension. 

PROZINE in the recommended dosage (1 or 2 capsules, 3 or 4 times daily) 
produces more specific control than is obtainable with high doses of other 


ataractic agents. The benefits of a low-dosage regimen are unmistakable. 


*Trademark 


meprobamate 
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SIMULTANEOUS ACTION 
of two psychotropic drugs, 
affecting two areas 


of the brain, produces 
mre SPECIFIC CONTROL 


é in emotionally disturbed patients on PROZINE the dose re- 
quired is diminished to the point where the incidence of 
side-effects and toxicity reactions is minimal and the 

patient is calm, tranquil, and amenable to additional 

therapy, whether it be educational, medical, or psychiatric. 
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SPECIFIC CONTROL tHroucH DUAL ACTION 


SUPPLIED: 


The physician will see many applications for PROZINEin 
his day to day practice, particularly in overly apprehen- 
sive medical patients (including surgical and obstetrical 
cases) and in the management of emotional problems of 
children, adolescents and the aged; also in emotionally 
disturbed patients who receive little or no relief from 
analgesics, barbiturates, anticholinergics, antihyperten- 
sives, hormones (estrogens and corticoids). The dosages 


of these drugs may be dramatically reduced. 


PROZINE—Bottles of 50 capsules. Each green and white 
capsule contains 200 mg. meprobamate and 25 mg. 
promazine hydrochloride. 


Comprehensive literature is available 


® 


Philadelphia 1, Pa. 
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(GG K \ RAL capsules—14 VITAMINS AND 11 MINERALS 
Vitamin - Mineral Supplement Lederle For Complete Formula see PDR (Physicians’ Desk Reference), page 689 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Q@ders) 
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“nutrition...present as a modifying or complicating 
factor in nearly every illness or disease state”! 


the rationale 


m 
cardiac disease 


“B vitamins should be an inte- 
gral part of the treatment pre- 
scribed for any patient with 
cardiac disease. ... As a conse- 
quence of special low salt diets 
and diuretics prescribed to 
release the water held in the 
body fluids by an excess of sodium, the B vitamins 
are ‘washed out’ of the body with the salt, and the 
difficulties of the disease are compounded.”? 


Each Theragran supplies: 


Vitamin A . 25,000 U.S.P. units 
Vitamin D . $s 1,000 U.S.P. units 
Thiamine Mononitrate . . . . . . . . 10mg. 
Niacinamide . 100 mg. 
Ascorbic Acid . 200 mg. 
Pyridoxine Hydrochloride . . . . .. 5 mg. 
Calcium Pantothenate ...... . . 20mg. 
Vitamin B,, Activity Concentrate. . . . . 5 meg. 


Dosage: 1 or more daily as indicated. 


Supply: Family Packs of 180. Bottles of 30, 60, 100 


and 1,000. 


THERAGRAN with Minerals 
available as THE RAG RAN -M 


(squies viTAMIN-MINERALS FOR THERAPY) 


bottles of 30,60, 100 and 1,000 


capsule-shaped tablets and Family Packs of 180 


Also available : Theragran Liquid, bottles of 4 
ounces; Theragran Junior, bottles of 30 and 100. 
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m 
infectious disease 


“There are ample, critical, sta- 
tistically significant studies to 
indicate that good nutrition is 
important for optimal resist- 
ance to infection, for a superior 
tissue capability to cope with 
disease and injury, and for 
maximum antibody formation.’5 

“Fever also increases vitamin requirements. This 
is especially true of the B-complex and C vitamins. 
Liquid and soft diets, which are commonly pre- 
scribed early in disease, are inadequate in these 
vitamins. It is advisable to give supplementary 
vitamin capsules during the actual illness and 
convalescence.”’¢ 


References: \. Youmans, J. B.: Am. J. Med. 
25:659, Nov. 1958. 2. Gertler, M. M.: Paper 
presented at Conference on Metabolic Factors in 
Cardiac Contractility, N. Y. Acad. Sciences, New 
York City, N. Y., March 18-19, 1958. 3. Fernandy- 
Herlihy, L.: Lahey Clinic Bull. 11:12, July-Sept. 
1958. 4. Spies, T. D.: J.A.M.A. 167:675, June 7, 
1958. 5. Halpern, S. L.: Ann. N. Y. Acad. Sci. 
3:147, Oct. 28, 1955. 6. Pollack, H., and Halpern, 
S. L.: Therapeutic Nutrition, National Academy 
of Sciences and National Research Council, 
Washington, D. C., 1952, p. 54. 7. Kountz, W. B.: 
Mod. Med, 25:102, Aug. 1, 1957. 8. Sebrell, W. H.: 
Am, J. Med, 25:673, Nov. 1958. 
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m 
rheumatoid arthritis 


“It is our practice to prescribe 
PLOTS amultiple vitamin preparation 
to patients with rheumatoid 
arthritis [collagen disease] 
impl i triti 
simply to insure nutritional 


Many rheumatologists now 
look for nutritive failure among the patients who 
have arthritis and other debilitating diseases.’* 


SQUIBB 
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for the neat patient you see who needs nutritional support 


m 
degenerative disease 


“Most degenerative disease 
changes are believed to be 
related to disturbed nutrition. 
... Even though blood levels 
may be adequate [for vitamin 
A, vitamin D, thiamine, ascor- 
bic acid, and riboflavin]... 
many individuals will improve with supplemen- 
tary administration.””7 

“In chronic diseases . .. in which there is a loss of 
appetite, difficulty in eating or abnormal meta- 
bolic demand, symptoms of B vitamin deficiencies 
also have been found frequently and should 
always be looked for in their management.’* 


SQUIBB VITAMINS FOR THERAPY 


Squibb Quality — the Priceless Ingredient 


‘Theragran’® is a Squibb trademark. 
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EARLY POSTMENOPAUSE 
Complains of low back pain, vague 
aches and fatigue 

Posture is poor 

No x-ray evidence of bone lesions 


IS THIS YOUR PATIENT? 


LATER POSTMENOPAUSE 
Back pain is severe, spreading to 
hips (“girdle pain”) 

Patient is round shouldered, 
walks with a stoop 


X-ray reveals compression fractures 
of lower vertebrae 


70 AND OVER 


Fracture of hip after a minor fall 
X-ray reveals fracture of neck of femur 


X-ray reveals compression fractures 
of lower lumbar vertebrae 


These three patients have osteoporosis. Early diagnosis 
and treatment with “Formatrix” is important because 
osteoporosis is probably the only age change that can be 
averted. With “Formatrix” therapy, relief from the symp- 
toms of low back pain, vague aches and fatigue may be 
obtained in as little as a few weeks. “Formatrix” supplies 
the essential materials to stimulate increased bone forma- 
tion and prevent further loss of bone substance that leads 
eventually to loss of height, stooped posture, and dis- 
abling fractures. 


The highest incidence of osteoporosis may be found 
among the 14,000,000 women in the U.S.A. who are 
55 years of age and over. Some investigators claim that 
almost all women past the menopause will show some 
degree of osteoporosis; furthermore, if all these women 
were examined carefully, 50 per cent would show x-ray 
evidence of decreased bone mass. 


AYERST LABORATORIES 
New York 16, N. Y. * Montreal, Canada 


Suspicion may be the handiest diagnostic tool since pre- 
senting symptoms vary from mild to severe and in- 
capacitating pain, and no x-ray evidence of spinal degen- 
eration is available until about 30 per cent of the bone 
matrix is lost. Between these two extremes there are 
other signs of estrogen deficiency such as wrinkled and 
thinning skin, a tendency to appear older than stated 
years; there may also be Aypercalciuria when postmeno- 
pausal osteoporosis is complicated by acute osteoporosis 
of disuse. 


Osteoporosis is primarily an atrophic condition of bone 
matrix formation and any factor that depresses osteo- 
blastic activity or retards the formation of protein and 
connective tissue such as prolonged immobilization, cor- 
tisone therapy, or malnutrition will favor development 
of osteoporosis in both male and female. 
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“FORMATRIX” contains three most essential bone 
building materials necessary for matrix formation, estro- 
gen, androgen and vitamin C. 


The estrogen component of “Formatrix” stimulates 
osteoblastic activity, thus aiding calcium and phos- 
phorus deposition; it‘also imparts a feeling of “well- 
being.” The anabolic action of methyltestosterone pro- 
motes the synthesis of protein and restores a positive 


“FORMATRIX” = each tablet contains: 


nitrogen balance. Together, these hormones have a 
greater effect on bone and protein metabolism than either 
alone, and side effects are minimized because of the 
opposing action of the two steroids on sex-linked tissues. 
Vitamin C plays an important role in formation of inter- 
cellular cement substance and amino acid synthesis. 
“Formatrix” has a large amount of vitamin C to aid in 
new bone matrix formation and to further help in the 
healing of fractures. 


Conjugated estrogens equine 1.25 mg. 


Dosage: 1 tablet a day — In the female, three weeks of treatment with a rest period of one week between 


courses is recommended. 


Supplied: Tablets, bottles of 60 and 500. 


EARLY POSTMENOPAUSE 
No x-ray evidence of bone lesion 


LATER POSTMENOPAUSE 


X-ray reveals compression fracture 
of lower vertebrae 


LITERATURE AVAILABLE ON REQUEST 


70 AND OVER 
X-ray reveals fracture of neck of femur 


TO RELIEVE LOW BACK PAIN—TO PROMOTE HEALING OF FRACTURES 


in osteoporosis 


for matrix formation 
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(Brand of Steroid — Vitamin Combination) 
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offers four beneficial effects 


relieves anxiety, tension and related depression 
exerts a unique alerting effect in many patients 
dispels preoccupation with emotionally induced symptoms such as 
headache, g.i. disturbances and non-specific musculoskeletal pain 


4, normalizes sleeping and eating habits 


WORKING PATIENTS appreciate Compazine’s remarkable freedom from drowsiness 
and the convenient daylong calming effect of a single “Compazine’ Spansulet 
capsule, taken on arising. Also available: Tablets, Ampuls, Multiple dose vials, 


Syrup and Suppositories. 


® SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
{T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


Compazine 


remarkable for its freedom from drowsiness and depressing effect 
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Unsurpassed symptomatic 
relief testifies to Medrol’s 
enhanced anti-inflammatory, 
anti-allergic effects. But in 
corticotherapy that is not 
enough. The key to the 
patient’s total welfare 

is the therapeutic ratio— 


DESIRED EFFECTS 


Therapeutic 


TO 
UNDESIRED EFFECTS 


Here is where Medrol 

stands out. For all its increased 
effectiveness, Medrol has 

fewer and milder “classic” 
corticoid side effects; 

no disturbing “new” side effects 
such as muscle weakness. 
Whenever corticotherapy 


is indicated, remember that The best oy 

Medrol has the best Ve . 
therapeutic ratio therapeutic ratio 
in the steroid field. in the steroid e 


field makes 


the choice of physicians 
who consider the 
"Trademark, Reg. U.S. Pat. Off.—methylprednisolone, Upjohn total welfare 
Upjohn The Upjohn Company, Kalamazoo, Michigan of their patients 
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provide a rational 


When the optimum weight is reached— weight control regunen 


the maintenance of desired eating patterns is 

most important. Continuing support by the 

physician is necessary. Here, Obedrin and 

the 60-10-70 Plan can be valuable aids to OBEDRIN PROVIDES: 
both the physician and patient. 


Methamphetamine for its proven 
anorexigenic and mood-lifting effects. 
FORMULA: tablets and capsules 
: Pentobarbital as a balancing agent, 


Semoxydrine® HCI ...... 5 mg. 

HCl) 
Pentobarbital 20 mg. Vitamins B, and B, plus niacin to 
Ascorbic Acid......... 100 mg. supplement the diet. 
Thiamine Mononitrate .... 0.5 mg. 
1 mg. Ascorbic acid to aid in the mobilization 
Nicotitic Acid. ........ 5 mg. of tissue fluids. 


Bristol, Tennessee - New York - Kansas City - San Francisco THE S.E. [\PMASSENGILL COMPANY 
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for effective timing...a flexible dosage form 


tablets 


or capsules | 


EVENING SNACK 


Obedrin tablets or capsules provide a flexible dosage form 
which may be prescribed to depress the appetite at 
peak hunger periods. 


The pentobarbital content assures control of excess 
central nervous stimulation, and the 60-10-70 Basic Plan 

provides for a balanced food intake with sufficient protein 
and roughage. 


Obedrin is available in tablet and capsule form. 


Currently, mailings 


will be forwarded only — ADVANTAGES OF OBEDRIN 
at your request. Write 
for 60-10-70 menus, @ An effective anorexigenic agent 
_ weight charts, and 
samples of Obedrin @ Ata 


@ Minimal central nervous stimulation 
@ Vitamins to supplement the diet 
@ No hazards of impaction 


and the 60-10-70 Basic Plan 


Yj 


Bristol, Tennessee - New York - Kansas City - San Francisco THE S. E. ASSENGILL COMPANY 
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LUNCH DINNER 


-27 Laclede 


Louis 8, Mo. 


Vor. 58, Mar. 1959 


Agonizing headaches caused by sinus congestion can often 
be relieved by use of Iodo-Niacin to promote drainage and 
aeration. 


We constantly receive letters from physicians who report 
excellent results from palliative treatment with Iodo-Niacin. 
lodo-Niacin* tablets contain potassium iodide 135 mg. 
(2% gr.) and niacinamide hydroiodide 25 mg. (% gr.), 
slosol coated pink. Average dose, 2 tablets three times a day. 


Iodo-Niacin is also supplied in ampuls for 
emergency intramuscular or intravenous use. 


Published reports** show that Iodo-Niacin 
may be administered in full dosage for a year 
or longer without any hazard of iodism. 


*U.S. PATENT PENDING 


**Am. J. Digest. Dis. 22:5, 1955 


for professional samples and literature 


AOS-3 


Cole Chemical Company 
3721-27 Laclede Ave., St. Louis 8, Mo. 
Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 
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ISAPPOINTED with skeletal muscle 


relaxants that cause GI distress, drowsiness, and 


dizziness..... ? 


Sinexer 
_ the new, different chemical 
 gtructure—unlike any other 
skeletal muscle relaxant 

currently available—is 


e a “pure” muscle relaxant, 
with specificity of action 


e free of adverse physical 
or psychic side effects, 
for all practical purposes 


consistently effective in @ 
cases involving skeletal 
muscle spasm 


@ long acting; no fleeting 
effects 


J 


(STYRAMATE, ARMOUR) 


ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINOIS / @ leader in biochemical research 


JourNAL A.O.A. 


Frontier in Public Health 


book of food models 
make-a-meal 


aang 


FACT BOOK 


The nutritional statements 
made in this booklet have been 
reviewed by the Council on 
Foods and Nutrition of the 
American Medical Associ- 
ation and found consistent 
with current, authoritative 
medical opinion. 


ACTION BOOK 


A guide to help teach ‘‘Food for 
Health.” Offers suggestions to 
improve eating habits with spe- 
cific ideas for school and com- 
munity health programs. 
Developed from a teachers’ 
workshop on the basis of 
successful experience. 


PROJECT BOOK 


A multiple-use coloring book 
with food drawings for display, 
testing, evaluation, meal plan- 
ning. Helps introduce idea of 
food values in 


4 


Frontiers are where you find ’em—and this one 
runs straight through the kitchens and classrooms 
of every community, including your own. 


In terms of individual, community and national 
health, the frontier lies in the great gulf between 
nutrition knowledge and popular food practice. 
The knowledge . . . the facts needed to improve 
public eating habits exist. But the know-how to 
improve eating habits in some way fails. 


You may say that poor eating habits are a per- 
sonal liability. But they are also a public health 
problem. The leadership needed to attack the 
problem most logically comes from the commu- 
nity’s professional advisors on health in all its as- 
pects — the physician, the dentist, the dietitian, 
the nutritionist, the nurse. 


If you share the great national concern for 
community and personal health as it reflects food 
habits . . . you will find many tools to exert your 
leadership. Among these tools are the three publi- 
cations illustrated at left, which together make up 
a unit in nutrition education especially designed 
for schools. Each has been use-tested in classrooms 
and professionally approved as an effective tool.* 
Each is completely ‘‘non-commercial.”’ 


These three booklets are made available for 
programs in school and community nutrition only 
through the professionally trained and interested 
person like yourself. 
Why not write today 
or use the coupon be- 
low? We will send you 
FREE review copies 
immediately. 


ENRICHED ... 
and whole wheat flour 
foods are listed among 
the “EssentiatFour” food 
groups set up by the 
Bureau of Human Nutri- 
tion—U.S. Dept. of Agri- 
culture. Diet selected 
from these foods pro- 
vides ample protein, vi- 
tamins and minerals. 


*Letters of evaluation 
available on request. 


COUPON OR SEND BLANK 
yet nutritious 


eating patterns. 


NAME. 


To: Wheat Flour Institute 
309 West Jackson Blvd., Chicago 6, Illinois 


Please send, for my professional review, your use-tested and approved, . 
3-book unit to help in school and community nutrition programs. 


Dept. JAOA 


(Please print) 


ADDRESS. 


city. ZONE____ STATE. 
*Copies for the non-professional—85 cents for the 3-book unit. 


Wheat Flour Institute 


working for a healthier America through nutrition 


Vor. 58, Mar. 1959 A-99 
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Your difficult rheumatic patient... 


through effective relief and rehabilitation 


Robins 


= 


For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 


oid antirheumatics . . . more 
effective than salicylate alone. 


In each enteric-coated tablet: 
— Salicylate U.S.P.....0.3 Gm. (5 gr.) 


ium 
para-aminobenzoate ......0.3 Gm. 6 gr.) 
Ascorbic acid 0 mg. 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 
Potassium salicylate ..........0.3 Gm. (5 gr.) 


Potassium 
para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid .0 mg. 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage. . . satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 


In each enteric-coated tablet: . 


Hydrocortisone (alcohol) ........... . 2.5 mg. 
Potassium salicylate ................. 0.3 Gm. 

Potassium para-aminobenzoate.. 0.3 Gm. 
Ascorbic acid 50.0 mg. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS co., INC., RICHMOND 20, VIRGINIA © Ethical Pharmaceuticals of Merit since 1878 
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NEW...prenatal supplements both especially for multiparas 


Natalins® Comprehensive 
Vitamins and minerals, Mead Johnson 

tablets 

12 significant vitamins and minerals 


® 
Natalins Basic 


Vitamins and minerals, Mead Johnson 
tablets 
4 basic vitamins and minerals 


\ 


convenient one-a-day dosage 


two formulations to meet indi- 
vidual needs of your patients 


The need of the multipara for sup- 
plemental nutrition may be greater 
as successive pregnancies deplete 
her stores of nutrients. Anemia has 
been found to occur more fre- 
quently in multiparas than in 
primigravidas' — 

Natalins Comprehensive and Basic 
meet this need generously —iron 
(40 mg. per tablet), ascorbic acid 
(100 mg. per tablet) and calcium 
(250 mg. per tablet). 


1. Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 61:71-74 Uan.) 1951. 


Mead Johnson 
Symbol of service in medicine 


| : 
| 

Primigravidas 
anemic! 
| 
meet 


-twonew 

teaspoon vitamins 
for children 


Poly-Vi-Solt’ 
Siz essential vitamins, Mead Johneon 


drops teaspoon tablets 


Deca-Vi-Solt 
Ten significant vitamins, Mead Johnson 

drops } new. tenepoan tablets 


delicious orange fiavor 
well accepted by children and parents 
easy to take, easy to give 


From the unique ‘Vi-Sol’ vitamins, you can : 
select a formulation | 10 | and J 
dosage form |, to meet the physiologic vy | 
needs of each of your pediatric patients. re 
Tri-Vi-Sot—vitamins A, D and C; Poly-Vi-Sol—vitamins A, D, C, 81, B2 and niacin; Deca-Vi-Sol—vitamins A, D, C, 61, B2, niacin, pyridoxine, panthenol, B12, and biotin, 


Mead Johnson 


Symbol of service in medicine 
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FOR RHEUMATISM AND TRAUMATIC DISORDERS 


THE SPECIFIC MUSCLE RELAXANT PLUS 


THE PREFERRED ANALGESIC 


FOR ARTHRITIS 


Effective and well tolerated on the practical dosage of only 6 tablets daily, 
PARAFON and PARAFON WITH PREDNISOLONE provide benefits that last for up to six hours. 


PARAFON relieves pain, stiffness, and disability caused by rheumatism and traumatic 


disorders; PARAFON WITH PREDNISOLONE compounds this relief with anti-inflammatory 
action in treatment for arthritis. 


supplied: Pararon: Tablets, scored, pink, bottles of 50, Each exblet contains: 
PARAFLEX Chlorzoxazonet 125 mg.; and TYLeno.® Acetaminophen 300 mg. 
PARAFON WITH PREDNISOLONE: Tablets, scored, buff colored, bottles of 36, 
Each tablet contains: PararLtex Chlorzoxazone 125 mg.; 

TYLENOL Acetaminophen 300 mg.; and prednisolone 1.0 mg. 


precautions: The precautions and contraindications that apply to all steroids should 
be kept in mind when prescribing PARAFON WITH PREDNISOLONE, 


*IRADE-MARK PATENT PENDING 


[| McNEIL 


McNeil Laboratories, Inc + Philadelphia $2, Pa. 


NR A ice 
é 
a ; 
4 
= 
4 
4 
4 
= 


greater stability 

Take Optilets®, for example. In a therapeutic formula 
multivitamin, of course, potency is all-important. The 
Filmtab coating operation is an anhydrous process. Be- 
cause no moisture is sealed in the tablet (or used in the 
coating), deterioration is materially slowed . . . and the 
incompatibility existing between some vitamins in the 
presence of water is avoided. Thus, long-lasting potency. 


4 


smaller tablet 

ecause of the microscopic Filmtab coating, bulk is 
uced. Pictured here, for instance, are Abbott’s 

ayalets® (red) and Dayalets-M® (green) —two potent 

maintenance formulas. See how tiny they are? Yet, Day- 

alets contain 10 important vitamins, and Dayalets-M 

offer a total of 19 vitamins and minerals! © 


no vitamin taste or odor 

a The “seal” with the Filmtab coating is complete. There 
- is none of that vitamin odor-—no vitamin taste or bitter- 
, ness. And the Filmtab coating is sugar-free, thus, com- 
pletely non-caloric. You'll find Filmtab only on Abbott 


nutritionals. 


AND REMEMBER. .-. 


903033 
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“VITA-KBAPS 


ONLY ABBOTT BRINGS YOU 
A COMPLETE LINE OF 
NUTRITIONALS IN “TABLE” PACKAGING 
-AT NO EXTRA COST 


in bottles of 100: 


therapeutic formula multivitamins 
Optilets-M®........ therapeutic formula multivitamins with minerals 
Dayalets®.......... potent maintenance formula multivitamins 


in bottles of 250: 


Vita-Kaps®......... economical multivitamins for the entire family 
VitaKaps-M®....... multivitamins with minerals 


in bottles of 60: 
Sur-Bex® with C....Abbott’s B-Complex with C 


in the ‘‘apothecary”’ bottles (100 & 250) 
Dayalets-M®.......potent maintenance formula multivitamins with min@ 


And all come in the exclusive Filmtab® coating. 


@FiLMTAB—FILM-SEALED TABLETS, ABBOTT; PAT. APPLIED FOR 


©1959, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 903034 
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for dramatic relief of penicillin reactions— 
early treatment with 


NEUTRAPEN 


(NEUTRALIZES PENICILLIN) (Penicillinase Injectable,* SchenLabs) 


the only specific for penicillin reactions 


“‘Penicillinase [Neutrapen] should be given as soon as possible 


after onset of symptoms.’ 
(M. C. Zimmerman — Antibiotics Annual, 1957-58) 


@ effective in 97% of cases! 


@ acts within an hour, lasts up to a week2.3 

@ one injection sufficient in 80% of cases! 

@ itching abates promptly‘ 

@ most reactions clear in 12 to 96 hours'5 

@ well tolerated! 

@ may be lifesaving in certain anaphylactoid reactions®? 


Obscure sources —even cases with no history of penicillin therapy respond poe 
to NEUTRAPEN if the reaction has been caused by penicillin from sources 
such as milk, Roquefort or Bleu cheese, or penicillin-containing vaccines.”** 


NEUTRAPEN — 800,000 units I. M.—should be given as soon as symptoms 
appear. May be repeated on the third day if response is not satisfactory. 

In anaphylactic reactions, epinephrine should be given and other supportive 
measures should be instituted immediately, followed by 800,000 units 

of NEUTRAPEN I. V. and 800,000 units I. M. 


contraindications: None. side effects: Occasionally transient local 
soreness, erythema, and edema; rarely, transitory chills and fever. 
supplied : 800,000-unit, single-dose vials of lyophilized penicillinase 
powder. Stable at room temperature in the dry state. 


References: (1) Zimmerman, M. C.: Clin. Med. 5:305, 1958. (2) Becker, R. M.: New England J. Med. 
254:952, 1956. (3) Chen, J. Y. PR; Bard, J. W., and Balsito, A. A., in Welch, H., 

and Marti-Ibafiez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 

1958, p. 321. (4) Minno, A. M., and Davis, G. M.: J.A.M.A. 165:222 (Sept. 21), 1957. 

(5) Zimmerman, M. C., in Welch, H., and Marti-Ibaiiez, F: Antibiotics Annual 1957-1958, 

New York, Medical Encyclopedia, Inc., 1958, p. 312. (6) Becker, R. M.: Ann. Int. Med. 

48 :1228, 1958. (7) Becker, R. M., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 

1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 310. (8) Davis, G. M.: 

Discussion, Antibiotics Symposium, Washington, D. C., October 3, 1957. 

(9) Zimmerman, M. C.: J.A.M.A. 167:1807 (Aug. 9), 1958. 


@r. M. REG. U. S. PAT. OFF. * PATENTS PENDING 56058 


([Schenfabs/ ScuenLass Puarmaccuticats, Inc., New York 1, N. Y. 
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Truform Hinged Kneecaps Model 968 laced front 
4 (pictured), Model 969 without lacing, Model 970 
5 +e without lacing or two encircling straps. 
Lateral stability ir 


CONTROLLED stability 


Circular compression of the entire area covered is readily controlled by 
adjustment of the lacings... 
Lateral stability of the joint is effectively controlled by the two leather 
straps encircling the leg, to which the leather casings of the hinged steel 
side pieces are joined... sh 
Controlled stability is most completely secured with this Truform Hinged 
Kneecap, another of the anatomically correct and therapeutically sound Q 
appliances by Truform. 
Truform Anatomical Supports are available to you and your patients 
only from the Ethical Appliance Dealer. 


TRUFORM 


POST-OPERATIVE 
CORRECTIVE BELTS 
AND SUPPORTS 
anatomical supports 
Many other types, in many models PP 


Write for your copy of “The Red Book.” 3960 Rosslyn Drive, Cincinnati 9, Ohio 
BRANCHES: New York and San Francisco 


Journat A.O.A. ( 
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anxiety control 
in all 

age groups— 
without 
character 
distortion 


NOT WITHDRAWN | 


sodium 


Gay 


butabarbital sodium 


BUTISOL!? effectively reduces nervous 
irritability and tension—without causing 
apathy and irresponsibility. 

In a recent study of six widely used 
sedatives and tranquilizers, Butisol 
showed “‘The highest therapeutic index of ee. 


CHEERFUL 


any drug studied for control of daytime 
anxiety and insomnia. The lowest 
incidence of side effects, and least 
likelihood of cumulative toxicity.” 


TABLETS REPEAT-ACTION TABLETS 
ELIXIR « CAPSULES 


REBELLIOUS 


1, Batterman, R. C.; Grossman, A. J.; Mouratoff, 
G. J., and Leifer, P.: A Clinical Re-evaluation of 
Daytime Sedatives, Scientific Exhibit, Annual Meet- 
ing of AMA, San Francisco, Cal.; June 23-27, 1958. 


McNEIL LABORATORIES, INC. PHILADELPHIA S32, PA, 
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This is 
OPTIMUM 
NUTRITION 


... providing all the normal dietary require- 
ments plus a reserve for stress situations. 


This is OPTIMUM NUTRITION 
for infants 
BAKER'S MODIFIED MILK 


added iron 


optimum amounts of linoleic acid 


puilt-in protein reserve 

- Recommended Daily Allowance of all 
essential vitamins 

plus Grade A milk and complete 

butterfat replacement 


THE BAKER LABORATORIES, INC. % 


Makers of ARA ME flexibie forr.ula 
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Squibb Whole Root Rauwolfia Serpentina 


A-112 


4 
THE PRESSURES. |THE PRESSURES | ig 
YOUR PATIENTS |ON YOUR PATIENTS | = | 
Journat A.O.A. 


solves acute diarrheal disease problems... 


@ swiftly relieves symptoms rapidly destroys 
bacterial pathogens (bactericidal rather than bacteriostatic) 
@ succeeds where others fail against the enteric “problem 
pathogens” — increasingly prevalent, refractory strains 

of Staphylococcus, Escherichia, Salmonella and Shigella 


... Without creating new problems 


@ does not upset the balance of normal intestinal fiura 
@ does not encourage monilial or staphylococcal overgrowth 
@ does not induce significant bacterial resistance 


Furoxone 


BRAND OF FURAZOLIOONE 


A PLEASANT ORANGE-MINT FLAVORED SUSPENSION 
containing FUROXONE, 50 mg. per 15 cc., with kaolin and pectin 


ws For patients of all ages (may be mixed with infant formulas, 
passes through a standard nursing nipple) m Dosage: Should 
provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily 
for children m Supplied: bottles of 240 cc. (also: FUROXONE Tab- 
lets, 100 mg. scored, bottles of 20 and 100) 


THE NITROFURANS-a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 


Vow. 58, Mar. 1959 
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more than tetracycline alone 


MYSTECLIN-V CONTAINS 
TETRACYCLINE PHOSPHATE 
COMPLEX FOR A DIRECT 
ATTACK ON 
THE PRIMARY 
INFECTION 


Mysteclin-V strikes 

directly at all tet- 

racycline sensitive organisms — most 
pathogenic bacteria, certain large virus- 
es, Endamoeba histolytica. It provides 
all benefits of tetracycline in the effec- 
tive phosphate complex form.! Patient 
response is rapid because initial high 
peak blood serum levels may be main- 


tained easily at the antibacterial attack 
level until the infection is conquered. 


BOTH ARE OFTEN NEEDED WHEN 
BACTERIAL INFECTION OCCURS 


SQUIBB TETRACYCLINE PHOSPHATE COMPLEX (SUMYCIN) AND NYSTATIN (MYCOSTATIN) 


CONTAIN 
MYCOSTATIE 
FOR A SPECIFIC 
AGAINST SECONDARY 
ILIAL 
Mysteclin-V protects patients again ge 
antibiotic induced intestinal 
and its complication, 
including vaginal 
anogenital moniliasiy 
This protection is 
vided by Mycostatiy 
the antifungal 
otic, with specific 
tion against Candida 
(Monilia) albicans 


Capsules (250 mg./250,000 u), bottles of 16 and 100. 
Half-strength Capsules (125 mg./125,000 u), bottles of 16 and 100. 
Suspension (125 mg./125,000 u per 5 cc.), 2 oz. bottles. 
Pediatric Drops (100 mg./ 100,000 u per cc.), 10 cc. dropper bottles. 


Squibb Quality—the Priceless Ingredient 


AND smycostatin’® ARE SQUIBB TRADEMARKS 


A-114 
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References: 1. Cronk, G. A. ; Naumann, D. E., and Casson, K. : Antibiotics 


Annual 1957-1958, New York, Medical Encyclopedia Inc. 1958; p. 397 + q 

2. Newcomer. V. D.; Wright, E. T., and Sternberg, T. H.. Antibiotics Annual E 

1954-1955, New York, Medical Encyclopedia Inc., 1955, p. 686. a 
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In effective hemostasis—blood clotting 
\) is only part of the mechanism 


SALICYLATE 


(Brand of carbazochrome salicylate) 


to control oozing and bleeding 


Many surgeons and researchers concur that blood clotting is 
only part of the mechanism of hemostasis. Roskam, in his 
monograph “‘Arrest of Bleeding’’! says “‘. . . effective spontaneous 
hemostasis is undoubtedly achieved by the combined action of 
at least three processes: (1) the formation of a white thrombus 
at the mouth of vascular wounds; (2) the coagulation of the 
blood; (8) the contraction of injured arteries and veins.” 


Another study points out that ‘‘The majority of tonsillo- 
adenoidal hemorrhages are due to a defect of the vascular bed, 
rather than to a coagulation defect.’’? This study recommends 
that Adrenosem be used both preoperatively and postopera- 
tively to maintain vascular integrity. 


A current review concludes: “The data assembled over a four 
year period bearing on the use of Adrenosem salicylate in the 
control of hemorrhage from the nose and throat warrant the 
following conclusions. The routine preoperative use of this 
drug in tonsil and adenoid surgery reduces bleeding at the time 
of operation and oozing in the immediate postoperative period. 
As a result the operating time is reduced and fewer patients 
require suture of the tonsil fossa to control bleeding.” 


Adrenosem controls bleeding and oozing by decreasing capillary 
permeability and by promoting the retraction of severed capillary 
ends. These actions are of prime importance in achieving 
effective hemostasis. 


Adrenosem is supplied: Ampuls, 1 cc., 5 mg.; Tablets, 1 and 
2.5 mg.; Syrup, each 5 cc., 2.5 mg. Potency of all dosage forms 
stated in terms of the active ingredient, adrenochrome mono- 


semicarbazone. 
*U.S. Pat. 2581850, 2506294 


1. Roskam, J.: Arrest of Bleeding, 
Charles C. Thomas, Springfield, Illi- 


nois, 1954. 

2. Coyle, J.E.: Analysis of Blood and Write for literature 

Vascular Factors in the Prophylaxis 

of Tonsillo-Adenoidal Hemorrhage, 

Laryngoscope, 10:1029 (Oct. 1957). describing the action and 

3. Peele, J.C.: Control of Hemorrhage 3 

from the Nose and Throat, Med. uses of Adrenosem Salicylate. 


Times, 10:1228 (Oct. 1958). 


THE S. &. Mi assenciLe COMPANY 


BRISTOL, TENNESSEE - NEW YORK KANSAS CITY SAN FRANCISCO 
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IRWIN, NEISLER & CO. 
Decatur, Illinois 


dieting 
1S 


The patient complains: “Il feel nervous, irri- 

table, tense, miserable and depressed from 

my diet. Maybe I should just stay fat because 
DIETING IS TORTURE!” 

for the patient who can’t stay on a diet 

prescribe the diet but add 


Obocell TF 


Obocell TF (tension formula) contains an 
antidisturbant, methapyrilene, to help the 
obese patient endure a strict diet. Metha- 
pyrilene is not a barbiturate, does not pro- 
duce barbiturate side effects. Obocell TF 
combines this antidisturbant with d-am- 
phetamine phosphate to curb the appetite 
and provide a ‘‘controlled lift’’ eliminat- 
ing possible CNS overstimulation. Thus 
Obocell TF suppresses the appetite and, in 
addition, controls bulk hunger with Nicel. 
It can be given in the evening to combat the 
night-eating syndrome without disturbing 
sleep. 


Each Obocell TF tablet contains: 
Methapyrilene, an antidisturbant...... 25 mg. 
d-amphetamine phosphate (dibasic)... 5 mg. 
Nicel, non-nutritive, hydrophilic 
For Rx economy prescribe Obocell TF in 100's. 
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KORO 


CONTOURING SPRI 


WHEN THE TECHNIQUE 
CALLS FOR A DIAPHRAGM... 


the trend is toward the 


TOUR 
'NG, 


DIAPHRAGM Worth 


Six reasons why physicians 
are recommending Koro-Flex 


1. Ease of insertion, auto- 
matic placement. 

2. Reduces physician's fit- 
ting, instruction periods. 

3. Develops patients’ confi- 
dence. 

4. Folds behind pubic bone 
with suction-like action, 
forming an effective barrier. 
5. Locks in spermicidal |u- 
bricant, delivers it directly 
under and next to the os 
uteri. 

6. Simple to remove. 


KORO-FLEX (contouring) Diaphragm ac- 
ceptable, not only where ordinary coil- 
spring diaphragms are indicated but 
for Flat rim (Mensinga) type as well. 


est the convenient-economical 
KORO-FLEX COMPACT 60-95 mm 


Feminine Clutch-style 
bag with zipper 
closure. 
Diaphragm, 
tube KOROMEX 
Jelly (3 02.) 
Cream (1 

oz. trial size). 


Available in all prescription pharma- 
cies. Write for descriptive literature. 
The coil spring diaphragm is available 
in the Koromex Compact. 


PAARCING TYPE) 


HOLLAND-RANTOS CO., INC. 
Manufacturers of KOROMEX Products 
145 Hudson Street, New York 13, N. Y. 


A-118 Journat A.O.A. 


| 
| 
| 
| Ol 
j 
PRX 
} 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


no asthma symptomsS-— In asthma, Tedral prevents bron- 
chial constriction and mucous ‘congestion . . . promotes normal breathing . . . 
permits greater activity. Rely on Tedral to keep your asthma patients symptom- 
free round-the-clock . . . effectively, safely and at moderate cost. 


regular dosage at bedtime. 


Dosage: | or 2 Tedral ® 

tablets q.4.h. plus 1 or 2 

Enteric Coated 

(delayed action) with the cHiucars 


the dependable antiasthmatic 


MORRIS PLAINS. 
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QUALITY / RESEARCH / INTEGRITY 


ILOSONE assures a decisive response 
in common bacterial infections 


Parenteral potency—The graph above shows 
that Ilosone provides antibacterial serum levels 
comparable to those obtained with intramuscular 
therapy. 
Parenteral certainty —In more than a thousand 
determinations, in hundreds of patients studied, 
Tlosone has never failed to provide significant anti- 
bacterial levels in the serum. 

The usual dosage for adults and children over 


llosone™ (propiony! erythromycin ester, Lilly) 


fifty pounds is 250 mg. every six hours, but doses 
of 500 mg. or more may be administered safely 
every six hours in more severe infections. For 
optimum effect, administer on an empty stomach. 
Supplied in Pulvules of 250 mg. (For children 
= fifty pounds, a 125-mg. Pulvule is also avail- 
able.) 


1. Antibiotic Med. & Clin. Therapy, 5:609, 1958. 
2. Data from Antibiotics Annual, p. 269, 1954-1955. 


EL! LILLY AND COMPANY ° INDIANAPOLIS 6, INDIANA, U.S.A. 
932546 
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Conventions and 


meetings 
Announcements 


t American Osteopathic Associa- 
tion, Sixty-Third Annual Conven- 
+ tion, Palmer House, Chicago, July 
$ 13-17. Program Chairman, William 
$ Baldwin, Jr., West Side Osteo- 
= pathic Hospital, 1253 W. Market 
+ St, York, Pa. 


Academy of Applied Osteopathy, annual 
meeting, Chicago, July 17. Program 
Chairman, Howard E. Gross, 1102 E. 
Normal Ave., Kirksville, Mo. Secre- 
tary, Margaret W. Barnes, P.O. Bin 
1050, Carmel, Calif. 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Executive Secretary, Mrs. E. F. Mar- 
tin, Box 488, Coral Gables 34, Fla. 


American Osteopathic College of Proc- 
tology, annual meeting, Muehlebach 
Hotel, Kansas City, Mo., April 15-17. 
Program Chairman, Joseph S. Lefler, 
820 Mentor Ave., Painesville, Ohio. 
Secretary, Eugene W. Egle, Lackland 
Clinic, 2335 Brown Rd., St. Louis 14. 


Arizona, annual meeting, Valley Ho Ho- 
tel, Scottsdale, May 1-3. Executive 
Secretary, Russell Peterson, 2747 E. 
McDowell Rd., Phoenix 22. 


California, annual meeting, Hotel del 
Coronado, Coronado, May 9-13. Pro- 
gram Chairman, Elden B. Shields, 2640 
Pasadena Ave., Los Angeles 31. Exec- 
utive Secretary, Mr. Thomas C. Schu- 
macher, 4775 Santa Monica Blvd., Los 
Angeles 29. 


Canada, annual meeting, Alpine Inn, St. 
Marguerite Station, Quebec, October 
8-10. Program Chairman, E. S. Det- 
wiler, 444 Waterloo St., London, Ont. 
Secretary, Miss Joyce S. Currie, 609 
Medical Arts Bldg., Montreal 25. 


Eastern Osteopathic Association, annual 
meeting, Hilton Statler Hotel, New 
York City, April 4-5. Program Chair- 
man, Chester D. Losee, 212 Prospect 
St., Westfield, N.J. Secretary, Frank 
B. Tompkins, 309 Meyerhoff Bldg., 
Baltimore 1. 


Florida, annual meeting, Diplomat Ho- 
tel, Hollywood Beach, September 28- 
30. Program Chairman, A. H. West- 
wood, Las Olas Hospital, 1516 E. Las 
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Scientifically determined number of rubber 
and cotton threads provides a balanced weave 
that assures optimal therapeutic results. 


ACEguarantees even and controlled stretch 
ACEinsures firmness under tension 
ACEprevents “bunching” 

ACE minimizes possibility of vein constriction 


RUBBER ELASTIC BANDAGE 
STANDS OUT BECAUSE IT STANDS UP 


MAINTAINS ITS ELASTICITY LONGER 


Teday, ACE provides your patient with ana- 
tomically correct support far longer. B-D’s 
newly developed type of heat-resistant rub- 
ber can withstand dry heat sterilization and 
has a greater tensile strength than rubber 
found in ordinary bandages. 


Now, more than ever, ACE is the name to 
remember. Only Becton, Dickinson and Com- 
pany makes ACE rubber elastic bandage. 


BECTON, DICKINSON AND COMPANY: RUTHERFORD, NEW JERSEY 


Olas Blvd., Ft. Lauderdale. Executive 
Secretary, Mr. Barton K. Johns, 5009 
Central Ave., Tampa 3. 


Illinois, annual meeting, Pere Marquette 
Hotel, Peoria, April 24-26. Executive 
Secretary, Mr. D. O. Durkin, Room 
521, 53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, Van Orman Ho- 
tel, Ft. Wayne, May 17-19. Program 
Co-Chairmen,. Lee W. Yoder, 192 N. 
Cass St., Wabash, and John D. Hall, 
125 E. William St., Kendallville. Sec- 
retary, Arabelle Baker Wolf, 4840 N. 
Michigan Rd., Indianapolis 8. 


Iowa, annual meeting, Hotel Savery, Des 
Moines, May 25-26. Program Chair- 


man, Alan M. Nelson, 331 Main St., 
Belmond. Secretary, Mr. Herman W. 
Walter, 200 Walnut Bidg., Des 
Moines 9. 


Louisiana, annual meeting, New Orleans, 


October 22-24, Program Chairman, W. 
Luther Stewart, 525 St. 
Alexandria 3. Secretary , V. L. Whar- 
ton, 406-07 Weber Bids. Lake Charles. 


Maine, annual meeting, Samoset Hotel, 


Rockland, June 25-27, Program Chair- 
man, Edward P. Crowell, 28 Common 
St. Waterville. Midyear meeting, 
Waterville, December 3-5. Executive 
Secretary, Mr. George R. Petty, Mon- 
mouth. 
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"It happened 
at work 
while he 

was putting 
oil in 
something” 


FOR PAIN 


Percodan 


BLETS 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire” 


its of Dihydrohydroxycodeinone 


its uninterrupted sleep through t 
CONSTIPATES 
“He couldn't or bedridden p 
swing a bat 
without 
hurting” 


"But Doctor 
gave him 
some nice 
pills -- and 
the pain 
went away 
fast” 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
WENT AWAY FAST 


indo 


Pat. 2.628.185 


Michigan, annual meeting, Civic Audi- 
torium, Grand Rapids, October 5-7. 
Program Chairman, Neil R. Kitchen, 
18820 Woodward Ave., Detroit 3. Ex- 
ecutive Secretary, Mr. Floyde E. 
Brooker, 81 Glendale, Highland Park 3. 


Ave., Kansas City 9, Mo. Secretary, 
Luther W. Swift, 2105 Independence 
Ave., Kansas City 24, Mo. 


New Mexico, annual meeting, La Fonda 
Hotel, Santa Fe, April 8-11. Program 
Chairman, Lawrence C. Boatman, 105 
E. Marcy St., Santa Fe. Secretary, 
Lory Baker, 400 N. Church St., Las 


Cruces. 


Minnesota, annual meeting, Hotel Lowry, 
St. Paul, May 7-9. Program Chair- 
man, M. Sidney Hedeen, 1595 Selby 
Ave., St. Paul 4. Secretary, E. R. 
Komarek, 301 Granite Exchange Bldg., 
St. Cloud. 


National Osteopathic Child Health Con- 
ference, Municipal Auditorium, Kansas 
City, Mo., April 20-22. Program Chair- 
man, John C. Taylor, 3504 Troost 


New York, annual meeting, Park Shera- 
ton Hotel, New York City, October 
14-18. Secretary, C. Fred Peckham, 38 
E. Bridge St., Oswego. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 22-24. 
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Program Chairman, S. Dales 


F 
710 Public Service Blds., Ashevite 


Secretary, Walter C. Eldrett, 319 
Main St., Hendersonville. 


Northwest Osteopathic Convention, Ey. 
gene Hotel, Eugene, June 15-18, Pro. 
4848 N. E. 102nd Ave., Portland 20. 
gram Chairman, Richard E. Reilly, 


Ohio, annual meeting, Neil House, Co. 
lumbus, May 3-6. Program Chairman, 
Jack D, Hutchison, 117 W. Third Aye 
Columbus 1. Refresher course, Neth. 
erland Hilton Hotel, Cincinnati, Octo. 
ber 23-25. Program Chairman, Roger 
E. Bennett, 1613 Gage Dr., Middle. 
town. Executive Secretary, Mr. Wil- 
liam S. Konold, 53 W. Third Ave, 
Columbus 1. 


Ontario, annual meeting, Hamilton, May 
4-6. Program Chairman, Arden L, 
Findlay, 548 Gilmour St., Peterbor- 
ough. Secretary, A. V. DeJardine, 205 
Yonge St., Toronto 1. 


Oregon: See Northwest Osteopathic Con- 
vention. 


South Dakota, annual meeting, St. 
Charles Hotel, Pierre, May 3-4. Pro- 
gram Chairman, Carl C. Pascale, Box 
36, Centerville. Secretary, Earl W. 
Hewlett, 417 W. 27th St., Sioux Falls, 


Tennessee, annual meeting, Hotel Patten, 
Chattanooga, April 26-29. Secretary, 
J. M. Moore, Jr., 200 High St., Tren- 
ton. 


Texas, annual meeting, Rice Hotel, 
Houston, April 30-May 2. Program 
Chairman, George J. Luibel, 3037 
James Ave., Fort Worth 10. Executive 
Secretary, Phil R. Russell, 512 Bailey 
St., Ft. Worth 7. 


Virginia, annual meeting, Williamsburg 
Lodge and Inn, Williamsburg, May 
22-23. Program Chairman, John A, 
Cifala, 2778 N. Washington Blvd., Ar- 
lington. Secretary, Olis M. Wakefield, 
2022 Atlantic Ave., Virginia Beach. 


Washington: See Northwest Osteopathic 
Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 17-19. 
Program Chairman, Oscar J. Bailes, 
1122 Mercer St., Princeton. Secre- 
tary, Mr. Gilbert D. Brooks, 313 Ber- 
man Bldg., Charleston. 


Western States Osteopathic Society of 
Proctology, annual meeting, Riviera 
Hotel, Long Beach, Calif., October 
5-7. Program Chairman, John R. 
Shafer, 2433 W. 44th Ave., Denver 
11. Secretary, Earle F. Waters, 925 
E. South Temple St., Salt Lake City 
2, Utah. 


Wisconsin, annual meeting, Lake Lawn 
Hotel, Delavan, May 10-12. Program 
Chairman, Robert W. Johnson, 227 W. 
Lawrence St., Appleton. Secretary, 
V. L. Sharp, Butter Bldg., 1225 W. 
Mitthell St., Milwaukee 4. 
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State and 
national boards 


ARIZONA 


Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 E. McDowell 
Phoenix 22. 

Basic science examinations June 16 
at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
toexaminations. Address Mr. Herman E. 
Bateman, secretary, Basic Science Board, 
University of Arizona, Tucson. 


COLORADO 


Professional examinations in June at 
Denver. Address Mrs. Beulah H. Hudg- 
ens, executive secretary, Board of Medi- 
cal Examiners, 715 Republic Bldg., Den- 
ver 2. 

Basic science examinations in May at 
second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave. and Lincoln St., 
Denver. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 Og- 
den St., Denver 18. 


CONNECTICUT 


Basic science examinations June 13. 
Address Miss M. G. Reynolds, executive 
assistant, Board of Healing Arts, 110 
Whitney Ave., New Haven 10. 


DISTRICT OF COLUMBIA 

Professional examinations May 11-12. 
Address Daniel Leo Finucane, M.D., 
secretary, Commission on Licensure, 1740 
Massachusetts Ave., N.W., Washington 
6, D.C. 

Basic science examinations in April. 
Address Dr. Finucane. 


FLORIDA 


Professional examinations in June. 
Address Thomas F. Sheffer, D.O., sec- 
retary, Board of Osteopathic Medical 
Examiners, Las Olas Hospital, 1516 E. 
Las Olas Blvd., Fort Lauderdale. 

Basic science examinations in June. 
Address M. W. Emmel, D.V.M., secre- 
tary, Board of Examiners in the Basic 
Sciences, P.O. Box 340, Gainesville. 


HAWAII 


Examination dates by Territorial Law 
are usually the first Wednesday, Thurs- 
day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of the 
candidate’s application by the Board. 
Address Frank O. Gladding, D.O., secre- 
tary, Board of Osteopathic Examiners, 
504 Kauikeolani Bldg., Honolulu 13. 


IDAHO 


Examinations June 11 at Boise. -Ad- 


dress Mrs. Nan K. Wood, director, 

Occupational License Bureau, Depart- 

wm of Law Enforcement, State House, 
se. 
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2/2080 


o.5, Gm. at bedtime. suppLiep: Tablets, 
0.5 Gm., 0.25 Gm. and 0.125 Gm. 


MORE SUITABLE FOR MORE 
ESPYING SLEE 


Doriden offers sound, restful sleep for patients who are sensitive to barbiturates, eld- 
erly patients, patients with low vital capacity and poor respiratory reserve and those 
who are unable to use barbiturates because of hepatic or renal disease. Onset of sleep 
with Doriden is smooth and gradual, usually with no preliminary excitation. Doriden 
acts within go minutes, and sleep lasts for 4 to 8 hours. Except in rare cases, no “hang- 
over” or “fog,” because Doriden is rapidly metabolized. Average dose for é insomnia: 


DORIDEN 


(glutethimide c1Ba) 


ILLINOIS 
Examinations in April at Chicago. Ad- 
dress Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations April 14 at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, 
Wartburg College, Waverly. 


KANSAS 


Professional examinations in June. 
Address Francis J. Nash, M.D., secre- 


tary, New Brotherhood Bldg., Kansas 
City. 

Basic science examinations in June. 
Address Dr. L. C. Heckert, secretary, 
Board of Basic Science Examiners, 
Pittsburg State Teachers College, Pitts- 
burg. 


MAINE 


Examinations June 9-10 at Augusta. 
Address George Frederick Noel, D.O., 
secretary, Board of Osteopathic Exami- 
nation and Registration, 20 Monument 
Square, Dover-Foxcroft. 


MARYLAND 
Examinations in June at Baltimore. 
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Consensus: 


| 
The preferred antidote | 
| for anticoagulant-induced 
-hypoprothrombinemia 
is ‘Mephyton’ (vitamin K,). 
} 


-.-has a more prompt, more potent and more prolonged 
effect than the vitamin K analogues....Its 
reliability in treating undue hypoprothrombinemia 
from anticoagulant therapy is of particular 
importance. [Mephyton] can be depended on to 

reverse anticoagulant-induced hypoprothrombinemia 
to safe levels whether bleeding is only potential 
or actually has occurred." 

Council on Drugs: New and Nonofficial Drugs, 
Philadelphia, J. B. Lippincott Co., 1958, p. 620. 


"For correction of the anticoagulant effect of the 
coumarin compounds, vitamin Ki is much more 
effective than are the water-soluble preparations 
of menadione." 

Barker, N. W.: Fundamentals of anticoagulant 
therapy, Minn. Med. 41:252, April 1958. 


For coumarin overdosage, "Vitamin K,, given 
intravenously, in an oil emulsion will act as soon 
as two hours after injection. It is the treatment 
of choice in such conditions." 
Kupfer, H. G., and Kinne, D. R.: Anticoagulants, 
theoretical considerations and ishovanens control, 
Virginia M. Monthly 85:230, May 1958. 


"...I would strongly urge the use of vitamin K,...if an 
antidote is necessary for the hypoprothrombinemia 
produced by the coumarin anticoagulants or 
the indandiones." 

Meyer, 0. 0.: Use of anticoagulants in the treatment of 
coronary artery disease, Postgrad. Med. 24:110, Aug. 1958. 


chemically identical with naturally-occurring vitamin K, 


Vitamin K, 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 mg. for more 
vigorous action. Intravenously, for anticoagulant-induced bleeding emergencies, 10 to 50 
mg.; may be repeated as indicated by prothrombin time response. (Some clinicians advise 
their patients to keep a supply of tablets on hand at all times; if gross bleeding occurs, 
the patients are instructed to take 10 mg. and phone the doctor.) 


Supplied: Tablets, 5 mg.; bottles of 100. Emulsion, each 1-cc. ampul contains 50 mg.; boxes of 6 ampuls. 
MEPHYTON is a trademark of Merck & Co., Inc. 


Oo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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normal bowel 


function requires 
intestinal contents 
of proper consistency 


A vegetable concentrate of naturally occurring hemicelluloses 


Provides just the moist, smooth, effective bulk so essential to 
It precipitates formed stools in cases of 


normal peristalsis. 


simple constipation and non-specific diarrhea. 
rate of improvement in irritable colon cases. 
artificial or irritating substances and is calorie-free. Further- 
more, KONSYL is available at significantly lower-cost-to- 


KONSYL 


Made by BURTON, PARSONS & COMPANY, Since 1932 
Originators of Fine Hydrophilic Colloids 
Washington 9, D. C. 


patient prices. So... 


to normalize use 


It hastens the 
It contains no 


Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1.. 


MICHIGAN 


Basic science examinations May 8-9 
at Detroit and Ann Arbor. Address Mrs. 
Anne Baker, secretary, Board of Exam- 
iners in the Basic Sciences, 116 Mason 
Bldg., Lansing, Mich. 


MINNESOTA 


Basic science examinations April 7 at 
University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 


MISSISSIPPI 


Examinations in June. Address R. N. 
Whitfield, M.D., assistant secretary, 
Board of Health, Jackson 5. 


NEBRASKA 
Basic science examinations May 5-6. 


Address Mr. Husted K. Watson, direc- 
tor, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 


NEVADA 
Basic science examinations April 7. 
Address Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW MEXICO 


Basic science examinations April 4g 
Address Mrs. Marguerite Cantrell, se. 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


OHIO 


Examinations in June at Columbus, 
Address H. M. Platter, M.D., secretary 
Medical Board, 21 W. Broad St, Co. 
lumbus 15. 


PENNSYLVANIA 


Examinations July 1-2 at the Philadel. 
phia College of Osteopathy. Applications 
must be filed 15 days prior to examina. 
tions, together with intern training cer- 
tificate. Address Mrs. Katherine 
Wollet, secretary, Board of Osteopathic 
Examiners, Bureau of Professional Lj. 
censing, Box 911, Harrisburg. 


RHODE ISLAND 


Professional examinations April 2-3 at 
Providence. Address Mr. Thomas B, 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Proy- 
idence. 

Basic science examinations May 13 at 
Room 366, State Office Bldg., Providence, 
Address Mr. Casey. 


SOUTH DAKOTA 


Basic science examinations in June. 
Address Gregg M. Evans, Ph.D., secre- 
tary, Basic Science Board, 310 E. 15th 
St., Yankton. 


TENNESSEE 


Basic science examinations given every 
3 months. Address O. W. Hyman, M.D,, 
secretary, Board of Basic Science Exam- 
iners, 874 Union Ave., Memphis 3. 


TEXAS 


Professional examinations June 22-24 
at the Texas Hotel, Fort Worth. Appli- 
cations must be filed 10 days prior to ex- 
aminations. Applications for licenses by 
reciprocity must be filed 30 days prior. 
Address M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 

Basic science examinations April 17-18 
at Austin, Galveston, and Houston. Ap- 
plications must be filed by April 10. 
Address Mrs. Betty Ratcliff, chief clerk, 
Board of Examiners in the Basic Sci- 
ences, P.O. Box 583, Austin. 


WISCONSIN 


Basic science examinations April 4 at 
the University of Wisconsin chemistry 
building, Madison. Applications must be 
filed by March 27. Address Mr. W. H. 
Barber, secretary, Board of Examiners 
in the Basic Sciences, Ripon College, 


Ripon. 


WYOMING 
Examinations June 1 at Cheyenne. 
Address Franklin D. Yoder, M.D., sec- 
retary, Board of Medical Examiners, 
State Office Bldg., Cheyenne. 
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Reregistration 
of osteopathic licenses 


April 1—Montana, $2 for those in ac- 
tive practice; $1 for those inactive. Ad- 
dress Asa Willard, D.O., secretary, Board 
of Osteopathic Examiners, Wilma Bldg., 


Missoula. 


April 1—Wyoming, $2.50. Address 
Franklin D. Yoder, M.D., secretary, 
Board of Medical Examiners, State Of- 
fice Bldg., Cheyenne. 


May 1—Iowa, $1. Address Mr. Her- 
man W. Walter, assistant secretary, 
Board of Osteopathic Examiners, 200 
Walnut Bldg., Des Moines 9. 


May 1—Washington, $2. Address Mr. 
Thomas A. Carter, secretary, Profes- 
sional Division, Department of Licenses, 


Olympia. 


During June—Hawaii, $5 residents, $2 
for nonresidents. Address Frank O. 
Gladding, D.O., secretary, Board of Os- 


teopathic Examiners, 504 Kauikeolani 
Bidg., Honolulu 13. 
During June -Illinois, $6. Address 


Mr. Frederic B. Selcke, Superintendent 
of Registration, Department of Regis- 
tration and Education, State House, 
Springfield. 


Before June 30—Missouri, $2. Address 
F. C. Hopkins, D.O., secretary, Board 
of Osteopathic Registration and Exami- 
nation, 205 N. Fourth St., Hannibal. 


Before June 30—Delaware, $20. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, 229 
S. State St., Dover. 


Examination 


by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the Novem- 
ber 1 or April 1 preceding the examina- 
tion. 
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CAMP SUPPORTS FOR OBESITY 


help relieve back strain by bringing the 


sceight more in line with the supporting joints 


In obese persons with a pendulous ab- 
domen, the forward displacement of the 
center of gravity results in increased lum- 
bar lordosis and painful strain on the 
muscles and joints of the lower back. 
Later results are drooping round should- 
ers and increased strain on the feet and 
lower extremities. The fasciae of the ab- 
dominal wall is stretched in instances of 
pendulous abdomen and the muscles atro- 
phied. Also, the power of the abdominal 
wall to retain the viscera in position is 
diminished and the latter have a tendency 
to lie at a lower level than normal. The 
lowered viscera are attached to the dia- 
phragm, thus the diaphragm, too, comes 


S.H. CAMP and COMPANY 


to lie at a lower level. In some patients 
it has been noted that this condition leads 
to shortness of breath and disturbances 
of circulation. Camp obesity supports are 
scientifically designed to encircle the pel- 
vis and establish a foundation to hold 
up the pendulous abdominal wall and 
support the viscera in a more normal 
position, thus returning the center of 


. gravity toward its proper position over 


the supporting skeleton of the pelvis and 
lower extremities. 

Patients benefit not only in relief from 
fatigue but get a psychological lift from 
the cosmetic improvement. 


Jackson, Michigan 


Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology ; physiological chemistry ; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties; 
neurology and psychiatry; public health, 
including hygiene ; medical jurisprudence ; 
obstetrics and gynecology; pediatrics; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
achief examiner who is a member of the 
Board and by a panel of associate exam- 


iners. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis ; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given annual- 
ly. The schedule this year is as fol- 
lows :— 

Los Angeles—March 21-22, 1959. 

Philadelphia—April 18-19, 1959, 
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| in management of the constipation “symptom-complex”’ a 
| TWO NEW PRODUCTS \ 
as convenient tablets... only 1 to 3 daily 


Celginace] 


fi inate, Mead Joh 
tablets granules 


st Celginace provides smooth, non- 
irritating, “‘hydrasorbent” bulk in 
the intestine, not in the stomach’... 


this avoids excessive gastric fulness and 
depression of appetite. 


1. Mulinos, M. G., and Glass, G. B. J.: Gastroenterology 24: 
385-393 (May-Aug.) 1953. 
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Pra 
for bulk 
"4 
Calcium and sodium alginates and dioctyl sodium sul- 
| 


for stool softening — bulk the constipation "“symptom-complex” 
=peristaitic stimulation For each specific symptom or any combination of 


symptoms... you can select the anticonstipant 
” which best meets the needs of the individual patient: 
Combinace 


if the need is for prescribe 

. When the patient presents a complex predictable, gentle | 

of symptoms and a comprehensive : bulk in the intestine * Celginace 

approach to therapy is indicated, Aiee: 

. Combinace provides (1) smooth, non- _a combination of these effects | 
irritating, ‘“‘hydrasorbent” bulk of *Standardized preparation of anthraquinone derivatives 
gentle peristaltic stimulation of sodium 
Peristim,®* (3) the moistening action ; from cascere, Mead Johnson 
of Colace. 


A single product ...with three-fold effect. 


Mead Johnson 


Symbol of service in medicine 
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An effective key 
in reducing 
serum 
cholesterol .. .'- 


LECITHIN 


Natural-occurring 2- 


A complex of the highly refined soybean 
phosphatides derived wholly from soybeans. 


A phospholipid 3. 


RG Lecithin facilitates the movement of fats 
through the body. It contains two highly 
active lipotropic agents: choline and inositol. 


Essential fatty acids 2. 


RG Lecithin is rich in linoleic and 
linolenic acids. 


Quite 


i 
— 


SE 


Sate 
No harmful side effects. 


Palatable 


Pleasant to take plain, or 
crumbled in juices or foods. 
Economical and readily avail- 
able in granular form, in 8-oz. 
and 1-Ib. jars; or convenient . 
60-wafer package. 


For complete substantiating information 
write to Medical Consultant 


Central Soya Company, inc. 
CHEMURGY DIVISION 
1825 N. Laramie Avenue «+ Chicago 39, Ill. 


1. Morrison, L. M., Serum Cholesterol Reduction with Lecithin; Geri- 
atrics, 13:12 (Jan.) 1958. 2. Wittcoff, H., The Phosphatides; A.C.S. 
Monograph Series #112; Reinhold Pub. Corp. NYC 1951. 3. Bloor, 
W. R., Biochemistry of the Fatty Acids; A.C.S. Monograph Series 
#93, Reinhold Pub. Corp. NYC 1943. 4. Article, Lecithin in the Diet; 


Journal A.M.A. 168:1168 (Oct. 25) 1958. 


Detroit—April 24-25, 1959. 
Kansas City—April 4-5, 1959. 


Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior ‘to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 4425 
N. Meridian St., Indianapolis 8. 
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Specialty 


board examinations 


NEUROLOGY AND PSYCHIATRY 


Clinical examinations April 12-13, oral 
tests December 13-14. Applications must 
be filed before the April 1 prior to the 
examination date. Address Floyd E. 
Dunn, D.O., secretary, American Osteo- 
pathic Board of Neurology and Psychia- 
try, Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo. 


Evaluation jn 
alcoholism study* 


Wendell R. Lipscomb, Mp 
Supervisor, Studies and Investigation 
Sections, Division of Alcoholic 
Rehabilitation, California State 
Department of Public Health 


The term evaluation has as many pop- 
ular meanings and uses as there are indi- 
viduals to employ them. One hears of 
evaluation of governmental systems, of 
automation, of programing, of antibiotics 
and therapeutic chemicals in man and 
animal, of child health conferences and 
child rearing practices, of milady’s ward- 
robe and the President’s golf game. But, 
why go on with this endless list? Any 
operation or activity that has a scheduled 
sequence has a “program” and _ thereby 
becomes a necessary target for evalua- 
tion. 


I do not wish to appear to negate the 
value of evaluation. On the contrary, 
there is a constant need for all of us to 
know the answers to the questions, “How 
goes it?” “How are we doing?” “What 
are our successes, losses, failures?” How- 
ever, I shall plead for clarification of the 
current situation in which the speculative 
evaluation of the armchair holds equal 
authoritative rank with the precise meas- 
urement of a Johansson gauge block. 


I have deliberately selected these two 
examples, poles apart, for somewhere be- 
tween the two lies the answer-rewarding 
methodology that can serve well the stu- 
dent of the problem of alcoholism. 


What then are the problems involved 
in evaluation, both conceptually and op- 
erationally? A first difficulty stems from 
the definition of the term evaluation. In 
the broadest sense to evaluate is to ap- 
praise critically the value or amount of 
something—its narrowest mathematical 
meaning is to express numerically. 


In the field of alcoholism study, treat- 
ment, or rehabilitation we find ourselves 
occupied with a peculiar set of circum- 
stances for each of these meanings—we 
have the duty of descriptive critical ap- 
praisal coupled with the onus of precise 
and meaningful numerical expression. 


Both are troublesome and equally basic 
problems due to the dearth of knowledge 
about the origins of alcoholism as a dis- 
ease process, about the etiological factors 
in the production of an alcoholic, and 
even about the more basic facts with re- 
spect to our society’s use of beverage 
alcohol that ultimately becomes associated 
with the clinical state of alcoholism. 
Good quantitative expressions of attri- 
butes (with or without statistical limits 


*Reprinted from California’s Health, Novem- 
ber 1, 1958. Presented at the Eighth Annual 
Meeting of the North American Association of 
Alcoholism Programs, Claremont Hotel, Berke- 
ley, California, 1958. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX® 


(brand of hydroxyzine) 


WORKING-ADULT 

“especially well suited for 
ambutatary patients who 
if work, cal, or operate 


N GERIATRICS 
“ability to. cecide correctly 
has increased, while the 
iogical response toanxigty: 


ATARAS is “effectivein 
tension and 
“ian excellent 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10m 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders table over 6 years, two tablets t.i.d. ° 00. Syrup, pint bottles. 
Syrup 3-6 years, one tsp. t.i.d. ¢ Parenteral Solution, 10 cc. 
over 6 years, two tsp. t.i.d. multiple-dose vials. 
For adult tension 25 mg. one tablet q.i.d. $ 1. J.0. 
and anxiety table ° in ress. 2. Freedman, A. M.: 
i 4 at. n. No merica 
For severe emotional 100 mg. one tablet t.i.d. 
disturbances tablets New vork Med. 
a 
For adult pees Parenteral} 25-50 mg. (1-2 cc.) intramus- ¢ 5. Coirault, M., et al.: Presse 
and emotional Solution cularly, 3-4 times daily, at * méd, 64:2239 (Dec. 26) 1956. 
emergencies — 4-hour intervals. Dosage for + 6-Bayart, J.: Presented a 
children under 12 not : the International Congress of 
established. Denmark, July 22-27" 1956. 
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WHICH OCCURS FIRST IN ARTHRITIC 
AND RHEUMATIC DISORDERS — 
THE PAIN OR THE SPASM? 


Regardless of which occurs first, the pain or the spasm, prescribe 
SALIMEPH FORTE or SALIMEPH/PREDNISOLONE to rapidly 
relieve the pain which causes the spasm and to relax the spasm 
which causes the pain in arthritic and rheumatic disorders. 


SALIMEPH FORTE 


ACTH-like action without ACTH side effects 


A specific analgesic, salicylamide 500 mg., best tolerated salicy- 
late, plus mephenesin 333 mg., safest potent skeletal-muscle 
relaxant, and ascorbic acid 50 mg. in special coated, easy to 
swallow, capsule-shaped tablets. Provides massive salicylate 
therapy with only 2 or more tablets q.i.d. 


SALIMEPH/PREDNISOLONE 


effective corticosteroid anti-inflammatory agent 


Combines all of the advantages of Salimeph Forte but adds only 
the small dosage needed in massive salicylate therapy of 0.75 mg. 
of prednisolone, approximately 4 times as effective (mg. for mg.) 
as hydrocortisone with virtually none of its untoward side effects. 


Also available: Salimeph-C, when lesser dosage is adequate; 
Salimeph-C/Codeine Phosphate, when pain is severe; Sali- 
meph C/Colchicine, for gout and gouty arthritis. All Salimeph 
products are supplied in bottles of 100, 500 and 1000 tablets. 


Prescribe with Confidence 


KREMERS-URBAN COMPANY 


Milwaukee 1, Wisconsin 


Distinctive R, Specialties Since 1894 


of error) as they pertain to life, health, 
and illness are desperately needed. The 
interdisciplinary team approach currently 
in vogue, backed by newer and more ef- 
fective therapeutic and study techniques, 
is opening the way for reliable and even 
valid evaluative efforts. 

A second difficulty arises from our lack 
of willingness to accept and test stand- 
ards with a wider application than those 
pragmatically operable in our local set- 
tings. Before we can begin to speak of 
reliable and valid evaluations, we must 
select standard measures with as nearly 
as possible a catholic applicability. The 
physical and biological scientists have for 
years put up for universal criticism and 
testing their standards of techniques, 


methods, and measurements which re- 
main fixed today only because the vig- 
orous scrutiny of the world has not been 
able to demonstrate subjective error. 
We in the medical and social sciences 
must aspire to and have faith in similarly 
testable standardized measures in the 
field of alcoholism. Apropos is the much 
welcomed news of a study, sponsored by 
the National Institutes of Health, to be 
conducted under the auspices of the 
Yale School of Alcohol Studies on how 
to evaluate treated alcoholics. 
Other areas of difficulty involve the 
prime operational questions: 
(1) What is the purpose of the evalu- 
ation? 
(2) What objectives are in view? 


(3) To what use will it be put (ang 

parenthetically we might add—foy 
what audience is the evaluation re. 
port intended?) 


(4) What measures of evaluation shai 
be employed? and 


(5) How shall the evaluation be cay. 
ried out? 


TREATMENT EVALUATION SCHEME 


In practice an evaluation scheme jg , 
Janus-headed body that, with equal cap. 
dor, looks both at the evaluatee and the 
evaluator. The treatment — evaluation 
scheme generally will impinge on fiye 
major groups of individuals—the pro. 
gram administrator, the clinician-therapigt 
the researcher, the patient, and the spon. 
soring or funding agency. 

Ideally, the scheme should be simple, 
easily handled, and adaptable to program 
administration of many kinds; informa- 
tive to the clinician-therapist yet not 
noxious to its application; substantively 
inquisitive for the researcher in respect 
to amounts of data collected, yet not 
cumbersomely lengthy; meaningful to the 
patient’s needs, yet nondeviling to his 
therapeutic progress; and finally, suff- 
ciently broad in its informational aspects 
to enable funding auspices to forecast 
and project adequate programs in at- 
tempting to cope with the given problem. 

The evaluation scheme should enable 
the administrator to know patient loads, 
treatment costs, and facility capacity 
leading to a reasonable form of budget- 
ing for the future; and at the same time 
provide him with standardized materials 
that can be applied to any alcoholism 
program whether it have but one hospi- 
tal, one clinic, or many of either or both. 

The scheme should give indications to 
the clinician-therapist of the progress of 
a patient after therapy measured in terms 
of health and resocialization. At the same 
time the scheme should indicate to the 
clinician-therapist how his therapeutic 
operations complement the overall ad- 
ministrative purposes of the program. 

The researcher should be able to re- 
ceive certain types of data, codifiable and 
quantifiable, that would permit testing 
of selected hypotheses to aid the clini- 
cian and the administrator in expanding 
knowledge about those alcoholics treated. 

The scheme should be of a design that 
permits the patient to view the evaluation 
as supportive—an operation tuned to his 
best interests. Such a mechanism will be 
successful only to the extent that the 
patient sees fit to help us. 

In our patient-treatment evaluation 
studies we have been very impressed by 
the amount of co-operation patients are 
willing to give once they realize they are 
helping us to help them and others like 
them. 

How the scheme must meet the needs 
of the particular sponsoring agency is a 
topic as broad as the motivations that 
give birth to various programs, or to the 
many types of activities that ultimately 
get under way. 

The evaluation needs of an alcoholism 
program consisting of education alone 
would be considerably less complex than 
those of a comprehensive state program 
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Difference | 


SIGMOL® ENEMA 


When enema therapy is indicated...specify the SIGMOL® Enema 
...Sigmol contains a harmiess, non-toxic, non-conducting solu- 
tion with no harsh, cathartic salts—thus, no burning or irritation 
of delicate rectal membranes. Non-irritating, Sodium-free—The Sigmol 
Enema is safe for routine use even for patients on sodium-free 
regimen. Small fluid volume (120 cc.) eliminates danger of water 
reduces electrolyte washout and causes 70 disten- 


Comes prepackaged in a handy disposable 
e about our easy 


intoxication, 
tion of the bowel. 
container. ASK your Baxter representativ 
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DON BAXTER, INC., GLENDALE 1, CALIFORNIA 
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BAXTER 


SPECIALISTS For more effective 
USE electrolyte therapy 
NORMAL PLASMA ELECTROLYTE SOLUTION IN THE MOST CONVENIENT FORM FOR ROUTINE USE 


ISOLYTE balanced electrolyte solution is another fine 
Available with or without 5% Dextrose. 


COMPARE. in mEq/L: : product of Don Baxter, Inc., the originator and still 
ISOLYTE BLOOD PLASMA 

Sedium 140 140 the most highly skilled specialists concentrating in the 

Potassium 10 5 

Calcium 5 5 field of parenteral therapies. 

Magnesium 3 3 

Chloride 103 103 

Acetate 47* Don Baxter, Inc., offers a completely integrated 

Citrate 8* 

Cicavbonete a system that assures the physician an 

ISOLYTE contains in each 100 cc.: 

Sodium Chloride U.S.P. 0.50 Gm.; armamentarium worthy of trust... 

Potassium Chloride U.S.P. 0.075 Gm.; 

Calcium Chloride U.S.P. 0.035 Gm.; 

Magnesium Chloride Hexahydrate 0.031 Gm.; BA X T E R means quality yhoy <n 

Sodium Acetate N.F. 0.64 Gm.*; Sodium Since 1928. 


Citrate U.S.P. 0.075 Gm.* 


DON BAXTER, INC. Research and Production Laboratories, GLENDALE 1, CALIF. 


| 
| 
| 
| 
| 
| 


SECOND 60 SECONDS 


Tired of Fighting the Bedsore Problem? 


58, Mar. 1959 


APP Units Are the Proved Way 
to Help Cure and Prevent Decubiti 


The Alternating Pressure Pad helps prevent and cure decubiti by automatically 
shifting body pressure points every two minutes as illustrated . .. thus maintain- 
ing adequate circulation and preventing tissue breakdown. The combination of an 
APP Unit and normal nursing care starts granulation usually within a few days. 

Equally important, APP Units eliminate the constant turning of patients, 
(which in some cases adversely affects recovery) and provide passive massage on 
a 24-hour basis. 

Thousands of APP Units are now in use. Many more are needed for private 
patients in hospitals and nursing homes. Units are available from leading surgi- 
cal supply houses for standard beds, respirators and wheel chairs. 


APP Units are manufactured solely by Air Mass, Inc., Cleveland, Ohio, U. S. A. 


THIS COUPON FOR ACTION 


THE R.D. GRANT COMPANY 
805 Hippodrome Building 
leveland 14, Ohio, U.S. A. 


MA 


CD Please send complete details on APP Units. 
0 Please send APP Unit Clinical Reports. 


O Please have your representative call me to arrange a demonstration. 


Institution. 


City. Zone. State. 


VE LE ELL FIRST 60 SECONDS 
| 
| 
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If it's a 
Spansule® 
brand capsule, 
it's made and 
marketed only by 
Smith Kline & French 


first in 
release 
oral 


medication 


of education, treatment, rehabilitation and 
research. In any event, the funding 
sponsor would like to know what was 
purchased by his dollar—a question that 
demands standards for evaluation. 

For the balance of this discussion I 
should like to consider the treatment type 
of evaluation, i.e, evaluation of thera- 
peutic outcome, keeping in mind the 
qualification that the evaluation of the 
treated patient also reflects administrative 
and rehabilitative structures and opera- 
tions. Our experience has been mainly 
with this type of evaluation and, using it 
as.a background, I will discuss some of 
the problems we faced (and still face) 
in a followup evaluation of patients some 
months after treatment. 
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DEPARTMENT UNDERTAKES STUDY 


In brief, the history of our study be- 
gan in 1954 when, by legislative act,} 
there was created a State Alcoholic Re- 
habilitation Commission authorized to 
engage in all phases of treatment, inves- 
tigation, and rehabilitation of the alco- 
holic. Following a recommendation of a 
Yale survey unit that there be evaluation 
of current alcoholic treatment facilities 
in the State, the commission contracted 
with the State Department of Public 
Health for a study whose avowed pur- 
poses were to develop techniques for the 
evaluation of the treatment of alcoholics 


+A. B. No. 9, State of California Legislature, 
1954. 


from several different instiiutions, The 
facilities included a prison farm, a men. 
tal hospital, and an outpatient clinic 
Putting aside the facts that each facility 
had its own unique- population, its own 
system of admission procedures, of data 
collection, of treatment and rehabilita- 
tion, it was plain that the Primary pup. 
pose of the study (for which funds were 
granted) was to evaluate the effective. 
ness of a given type of therapy, The 
objective was to enable the commission 
to report to the Legislature that treat. 
ment “A” as used in institution “X” was 
the best of those studied, and therefore 
funds should be allocated in large 
amounts to make that treatment available 
to all alcoholics in the State. 

This was and is a laudable purpose 
and objective, but several problems jim- 
mediately loomed large. 

First, the study was to be retrospec- 
tive, i.e, a population that had been 
treated in 1954 had to be sought out and 
interviewed in 1955-1956, 12 to 18 months 
later. The background data on study in- 
dividuals were taken from the treatment 
facility records—records designed for the 
facility’s purposes and not for the pur- 
pose of any research study. 

Second, the study was to be completed 
in one year—most authorities emphasize 
that a therapeutic evaluation of a treat- 
ed alcoholic should extend over a period 
of not less than three years, and prefera- 
bly more. 

Third, the basic ingredients for a spe- 
cific treatment evaluation were lacking. 


REQUISITES FOR TREATMENT 
EVALUATION 
A specific treatment evaluation re- 
quires : 


(1) A policy and plan of treatment 
held constant over a period of time. The 
treatment plan might range from simple 
custody with enforced abstinence to the 
more complex forms of psychotherapy. 
However, whatever treatment plan adopt- 
ed must be administered to all patients 
in the study group in as similar a fashion 
as possible. This is the sine qua non for 
permitting contrast of the treatment 
group with a nontreatment group. 

(2) A control group of patients with- 
in the same facility at the same time 
with the same diagnosed illness, but not 
receiving the selected plan of treatment 
under study. Only by comparing the spe- 
cial-treatment group with the non-special- 
treatment group can measurable differ- 
ences attributable to the treatment be 
detected. 

(3) A random assignment of the treat- 
ment under study in the alcoholic popu- 
lation which will finally comprise both 
the special and non-special treatment 
groups. 

(4) A previously agreed upon scheme 
of evaluation with fixed criteria for de- 
termining the status of the patient both 
before and after therapy. 

These are the basic ingredients neces- 
sary for a treatment evaluation, and in 
fact form the simplest type of a thera- 
peutic evaluation plan. Other designs 
might employ simultaneous use of several 
therapies among different groups of pa- 
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‘ents, but the basic principle of contrast- 
ing treatment with nontreatment groups 
wn from a comparable population in 
which the treatment assignment is left to 
chance (and not to choice) must be ad- 
jered to. To my knowledge the Waller- 
sein study$ at the Menninger Clinic is 
one of the few studies that could match 


these criteria. 


REDEFINITION OF PURPOSE 


These criteria could be met by none of 
the California facilities studied, and 
therefore we redefined the purpose and 
objective of the study as follows: “to 
learn what happens to alcoholics follow- 
ing therapy, and to determine their ap- 
parent social and physical adjustment.” 

After the problems of purpose and ob- 
jective, we then had to decide what type 
of evaluation scheme should be employed. 
Should it be a personal followup inter- 
view with a separate in-group adminis- 
tration evaluation system; should it be a 
telephone followup using the patient, 
relatives, friends, employers as inform- 
ants about the patient’s progress; should 
it be a followup through use of various 
centralized public agency records checks, 
eg. Mental Hygiene hospitals, private 
and public treatment clinics, Social Wel- 
fare rosters; should it be an evaluation 
of only those patients who revisited the 
treatment facility, etc.? 

Despite minimal funds and personnel, 
we elected to attempt personal followup 
interviews on our entire group of 680 
patients from the three facilities; and 
further, to make extensive use of agency, 
friends, and family reports in an effort to 
learn something about those we were un- 
able to contact and interview. This we 
knew to be an expensive type of opera- 
tion. For example, our interviewers had 
to be psychiatric social workers employed 
full time with our research staff. From 
their experience in locating (dead or 
alive) some 60 percent of our study 
group from a cold trail beginning with 
facility records, I dare say that the F. B. 
I. could now employ them to good ad- 
vantage. 

It should be realized that in this type 
of evaluation, all those involved are part 
of the evaluation. Success or failure of 
a treatment facility is contingent upon 
what happens to the patient—the patient 
then is the central focus. All who have 
dealt with him—administrators, therapist, 
interviewer, et al_—are part of this two- 
way street of appraisal—not only how 
did he do, but also how did we do. 

At this point there must be emphasized 
the need for standardized recordkeeping 
and for a_ well-controlled therapeutic 
regimen in order to make possible a well- 
designed post-treatment evaluation activ- 
ity. The best designed followup evalua- 
tion method in the world proves fruitless 
when the data collected in a current in- 
terview (though interesting) cannot be 
related to descriptions of the patient’s 
Status before and during therapy. The 
initially recorded data have to be the 
basis upon which post-therapy change in 

tWallerstein, Robert S. Hospital Treatment 


of Alcoholism; A Comparative Experimental 
Study. Basic Books, New York, 1957. 
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Rirtcher 


EL 


VALUE 


... at any price. 


ELECTROCARDIOGRAPH 


(1 Send me the full color album-descriptive 
on the Birtcher Model 300 Electrocardio- 


O Have your distributor demonstrate the 
Birtcher Electrocardiograph in my office. 


EVER OFFERED! 


Now in volume production — the new Birtcher Model 300 Elec- 
trocardiograph—the most accurate direct writing instrument yet 
conceived. A full size ECG featuring: both 25mm and 50mm 
speeds, two year guarantee, superior AC rejection, one hand op- 
eration and scores of other features found in no other instrument 


BE SURE YOU GET FULL DETAILS ON THE BIRTCHER MODEL 300 
BEFORE YOU BUY ANY ELECTROCARDIOGRAPH . . . YOU'LL BE GLAD YOU DID 


THE BIRTCHER CORPORATION  Devartment JOA-359 
4371 Valley Blvd., Los Angeles 32, California 


Zone —State 


e 
THE 
BIRTCHER graph. 
CORPORATION 
4371 Valley Blvd., « Dr. 
Los Angeles 32, 4 Address 
California ° City 


the patient’s condition can be viewed and 
appraised. 


CATEGORIES OF INFORMATION 


In our first followup study we collect- 
ed those data from the study facilities 
that would allow the use of a single 
change-measuring instrument by our in- 
terviewers. 

The desired information embraced 
three major categories—social, economic 
and health—which, in turn, subdivided 
into variables. 

In the interview, questions (indexes) 
about each variable were asked (where 
applicable) and unit weight (positive or 
negative) given to each question to assay 


to what extent the patient’s progress 
made for resocialization and good health. 
The zero point from which positive or 
negative change was measured C in the 
chart was the status of the patient at 
the time he entered therapy. The alge- 
braic sum for each variable was then 
merged with that for each category. The 
analysis design called for use of the alge- 
braic sum to place the patients along a 
recovery scale. 

This analysis scheme requires fullest 
data for its proper utilization. The lacks 
in background data in this study defeated 
the precise application of this scheme and 
ultimately we were forced to fall back 
on an appraisal of such items as— 


A-137 


bilita. 
| lita PAPER SPEED POWER | 
ps 
Im- 
ths 
in- 
ent 
he 
: 
t- 
| 
a 
| 
| 
— 


Journat A.O.A. 


| 
| 
\ 
coming RAUTRAX 
soon 
| Saquiss Quality- the Priceless Ingredient 
A-138 


NEW 


RAUDIXIN plus an entirely new diuretic 


a natural companion to 


famous RAUDIXIN 
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STICCLIVE 


for prompt control of 


senile agitation 


(chlorpromazine, S.K.F.) 


‘Thorazine’ can control the agitated, belligerent senile 
and help the patient to live a composed and useful life. 


() Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 
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when pregnancy is 
aindicated... 


Their simplicity of use assures the high degree of patient 
cooperation which is essential to any program of con- 
ception control. Greaseless, odorless and deodorizing, 
LoropHyn Suppositories melt within 15 minutes to form 
a tenacious spermicidal barrier which has proved highly 
efficacious in clinical studies.* 

Stable in any climate, LoropHyn Suppositories contain 
phenylmercuric acetate 0.02%, methylbenzethonium chlo- 
ride (an effective deodorant) 0.2% and methylparaben in a 
water-dispersible base. Box of 12 hermetically sealed sup- 


positories, 2 Gm. each. 


Also available: Loropuyn Jelly containing phenylmer- 
curic acetate 0.05%, polyethylene glycol of mono-iso-octyl 
ether 0.3%, methylparaben 0.05% and sodium borate 3% 
in a special jelly base. Tube of 3% oz. 

*Eastman, N. J., Seibels, R. E.: J. Am. M. Ass. 189:16, 1949. Eastman, N. J.- 


South. M. J. 42:346, 1949. 


EATON LABORATORIES, NORWICH, NEW YORK 


Employment 

Health status 

Physical condition 

AA attendance 

Hospital admissions 

Income, etc. 
each as a variable of unknown signifi- 
cance to be weighed in an individual 
case assessment. A current followup 
study is designed to fill these gaps of 
the past study thus to permit full utility 
of this evaluation scheme. 

The final problem of what constitutes 

a good measure for describing success or 
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failure in dealing with treated alcoholics 
is best exemplified by the variable drink- 
ing habits. Current professional thinking, 
volubly backed by those many agencies 
who believe that quantity of drinking 
and severity of problems are directly 
proportionate, admits that at present the 
best single measure of therapeutic re- 
sponse is abstinence. (This admission is 
usually made with an expression that 
plainly cries, “I wish we could pin down 
some other item beside drinking !’’) 

The human species with its endless 
variation can never be categorized in a 


simple all or none dichotom 
alcoholic is but one of such saa 
Those who stump for the hypothesis that 
reduction in drinking per se is the only 
answer, would think the following cag 
example facetious or exceptional: 

One patient in my study group before 
treatment drank 365 days of the year 
following treatment he drank 300 days 
per year (if his interview testimony jg 
correct). Should not this patient be aq. 
judged 300/365 cured, better, arrested or 
however one might state the case? By 
some testimonies he would be so; but by 
my data this individual, concurrent with 
partially stemming his drinking, deyel. 
oped ulcers, lost his wife, family, ang 
the job support he had managed to find 
in the interval since treatment. By the 
variable of drinking he was one-sixth 
better, whereas, in fact, his total living 
situation had degenerated, inclusive of 
his health. 


From our studies we are forced to 
conclude that abstinence per se is not a 
good measure of total therapeutic re- 
sponse. It is probably a good measure of 
therapist-patient relationship, i.e. how 
the patient relates to the therapist, and 
even possibly of an individual’s motiva- 
tion to “get well” by seeking help. 

Generally then, any of these much 
sought-for measures of an_ alcoholic’s 
progress, like marital status, drinking 
habits, employment record, job status, 
must be analyzed in terms of what they 
mean to the alcoholic as well as in terms 
of what they mean to the therapist, the 
researcher, or to an urban blight commit- 
tee. Ruefully, we must admit that the 
analysis in terms of the latter group is 
more attractive and infinitely more com- 
fortable. However, human behavior can 
and must be socially judged against the 
myriad variations of individual percep- 
tions as well as against the wider, more 
apparent, cultural scales of society. 


IMPORTANCE OF MOTIVATION 


Motivation—how first to detect and 
second to measure it—appears to be ex- 
tremely important. Various types of 
therapy were offered patients in a facil- 
ity, such as conditioned reflex, group 
therapy, CO. therapy, individual therapy. 
We found that among interviewed study 
patients from a facility, those who had 
accepted a proffered therapy appeared to 
have made a better therapeutic response 
than those not accepting therapy. 

A typical summary example of one 
such comparison between accepting and 
nonaccepting groups reads: Those re- 
ceiving “X” therapy— 

(1) Were more frequently employed; 

(2) Were in higher occupational cate- 
gories ; 

(3) Were more frequently judged to 
have an adequate income; 

(4) Showed changes in drinking pat- 
terns, generally in the direction of 
a more socially acceptable drink- 
ing behavior; 

(5) Had histories of fewer arrests and 
fewer were found confined at the 
time of interview; 

(6) Were generally in better health; 
and 
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for prompt and safe control of 


nausea and 
vomiting 


in children 


THORAZINE syrup 
and Suppositories 


In the over 1,500,000 children in whom ‘Thorazine’ 
has been used, jaundice or agranulocytosis has never 
been reported. 

@ Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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at bed-time helps prevent 


Each Persistin tablet contains acetylsalicylic acid 2 gr. 
(160 mg.) and salicylsalicylic acid 7/2 gr. (480 mg.). 
The latter ingredient is slowly absorbed and eliminated 
for prolonged salicylate action up to 8 hours. 


Complete dosage information in PDR .. . bottles of 90 tablets 


Samples and literature on request 


©fherman Leboralories 


*Trademark—Pat. Pend. 


to minimize 
morning joint stiffness... 
RSISTIN* 


Night-long salicylate therapy with a single dose of Persistin 
oint jelling” in arthritic patients. 


Detroit 11, Michigan 


(7) More frequently entered AA fol- 
lowing therapy. 


We are fully aware of the comparisons 
among facilities that cannot be made, as 
well as of the fact that we cannot gen- 
eralize from these data. Yet they point 
the way to researches that should yield 
better judgmental measures of our ef- 
forts in the whole field of alcoholism 
treatment evaluation. 


FOLLOWUP STUDY UNDERTAKEN 


We are now undertaking approaches 
that should give less frustrating end 
points in this matter of evaluation: One 
year ago we initiated a second interview 
followup study of 698 alcoholics, sequen- 
tial entries to three different treatment 


facilities, which is designed to run for 
several years. The background record 
and treatment forms are extensive in 
coverage and the same forms are em- 
ployed in each of the facilities at the 
time of admission. Instead of a one-time 
followup 12 to 18 months after therapy, 
we have planned a series of interviews. 
The first takes place in the study fa- 
cility during the period when a patient 
enters for treatment; the second inter- 
view is given 60 to 90 days after the 
start of therapy (or when a patient is 
discharged) ; and the third is given six 
months after beginning therapy. A fourth 
interview currently being drafted will be 
given 12 to 18 months after start of 
therapy. The same variables of the first 


A-144 


study will be employed to measure the 
post-therapeutic adjustment, but there 
will be far fewer holes in the data, fewer 
breaks along lines of measurable change 
Developing with this data collection 
are some firm hypotheses concerning 
“stress counts” (i.e., how do living sitya. 
tions which provoke the type of behavior 
characteristic of the illness load up jp 
chronological time for the alcoholic?) 


In this study, a type of prospective 
study, we have a better methodology for 
creating tools of evaluation more perti- 
nent to the problem. Using measures 
previously developed, we are now pre- 
pared to offer them for local and nation. 
wide application, to stand or fall on their 
own merit. What remains after such test- 
ing will more closely approximate the 
standards of the block gauge than those 
of the armchair speculator. We believe 
we are on the right track. 


Accident death toll 
in Canada* 


Accidents take a heavy toll of life in 
Canada. In 1957, the fatally injured to- 
taled about 9,600, equivalent to a death 
rate of 58 per 100,000 population, com- 
pared with a rate of 56 for the United 
States. Year after year, both countries 
are among those with the highest acci- 
dent death rates in the world. 


Accounting for nearly 8 times as many 
deaths as tuberculosis and for nearly 
twice aS many as pneumonia, accidents 
rank fourth as a cause of death in 
Canada. They are among the first five 
causes at every age group and outrank 
every other cause of death among males 
in the broad range of ages from 1 
through 44 years. The accident death 
rate for males at all ages combined is 
more than 2%4 times that for females, 
the rates being 81.4 and 32.0 per 100,000, 
respectively, in 1955-56. 


Not only have motor vehicle accidents 
long accounted for a large proportion of 
the total accident toll in Canada, but 
they are the only type of accident to 
show an upward trend in mortality in 
recent years. Motor vehicle accidents 
were responsible for nearly 40 percent of 
the total in 1956; the death rate that 
year reached an all-time high of 22.2 per 
100,000, about a third higher than that 
only six years earlier; the preliminary 
rate for 1957 is 22.3. This upward trend 
reflects the rise in fatal injuries among 
drivers and passengers, who consistently 
account for a large majority of the mo- 
tor vehicle accident victims. The death 
toll among pedestrians has remained rela- 
tively unchanged. 

*Reprinted from Statistical Bulletin, Metro- 


politan Life ‘Insurance Company, November 
1958. 
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prompt control of 


acute 
alcoholism 


THORAZINE Injection 


Ampuls and Multiple dose vials 
QP Smith Kline & French Laboratories 


*T.M. Reg. US. Pat. Off. for chlorpromazine, S.K.F. 
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Grateful little patienteam 
(and mothers, too!) 
love you for the quick, 


safe relief you give with 


TOPICAL ANESTHETIC OINTME® 
(Ethyl-p-aminobenzoate, AS 


ARNAR-STONE LABORATORIES, INC., mt. Prospect, 


Canada. Machinery accidents are next 
in order, followed by railway accidents 
A point of special interest is the appre. 
ciable rise in deaths due to Poisoning by 
the barbiturates, which now account for 
about a third of all deaths from acci- 
dental poisoning by solids and liquids, 

The total mortality from accidents 
varies from one Province to another. Ip 
1955-56, British Columbia, on the west 
coast, recorded the highest accident death 
rate, namely, 72.2 per 100,000 population 
New Brunswick, at the other end of the 
country, had the second highest rate— 
63.2 per 100,000. The two neighboring 
Provinces of Saskatchewan and Mari. 
toba, on the other hand, recorded the 
lowest accident death rates—only slightly 
above 50 per 100,000. 


Research trends 
in mental deficiency* 


Mortimer Garrison, Jr., Ph.D, 
Research Specialist in Mental 
Retardation, Division of Research, 
Children’s Bureau, 


Only a few years ago persons engaged 
in research showed little interest in the 
problems of mental deficiency. While 
there were exceptions, most research 
workers were unable to see any direct 
connection between their work and men- 
tal deficiency. They might express ‘inter- 
est and recall having heard a lecture on 
the subject but this was about the limit 
of their familiarity with this field of 
research. Sarason and Gladwin,’ in con- 
cluding their survey of psychological and 
cultural problems in mental subnormal- 
ity, noted the disappointing quality of 
research being done in institutions for 
the retarded and the “disinterest of be- 
havior science departments (psychology, 


Falls rank second to motor vehicle mis- 
haps as a cause of fatal injury. Although 
the death rate from this cause has de- 
creased somewhat, it still represents one 
sixth of the total accident mortality in 
Canada. More than half of all the fatal 
falls occur in and about the home, re- 
flecting the high frequency of such in- 
juries among older people; nearly 75 per- 
cent of those sustaining fatal injuries in 
falls are 65 years of age or older. That 
physical impairments are a considerable 
factor in accidental falls among older 
people is evidenced by the fact that many 
of the falls occur while these people are 
merely walking about the house. Faulty 
housekeeping and inadequate lighting are 
contributing factors in many cases. 
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Drownings—other than those associat- 
ed with water transportation—took near- 
ly 800 lives in Canada during 1956, the 
death rate being 4.8 per 100,000 popula- 
tion. Nearly 90 percent of the victims 
were males. The loss of life was partic- 
ularly heavy among school-age children, 
but there was also an appreciable number 
of drownings among children of pre- 
school age and among adolescents. 
Drownings resulting from water trans- 
port accidents account for about 300 
deaths annually, most of them involving 
small boats—rowboats, outboards, canoes, 
and dinghies. 

Fire and explosion, with a death rate 
of 3.9 per 100,000 in 1956, ranks fourth 
among the causes of accidental death in 


anthropology, sociology, psychiatry) in 
the area of subnormal functioning.” 

To put it crudely, one might say that 
mental retardation simply was not popu- 
lar. Funds, thinking, and personnel have 
been engaged in other directions. While 
the desirability of research was recog- 
nized by institutional staffs, their geo- 
graphical isolation from universities and 
their budget limitations forcing them to 
focus on pressing service needs have 
combined to stunt the growth of research 
and training in the field. 

In the past 5 years, effort on the part 
of the parents affiliated through the Na- 
tional Association for Retarded Children 
has resulted in considerable stimulation 
in all aspects of the field, clinical and re- 
search alike. It is to their credit that 
they have recognized the need for re- 


*Reprinted from Children, January-February 
1959, 
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A workhorse 
“mycin” 

for 

common 

infections 


respiratory infections 


With well-tolerated CycLAmMYCIN, you will find 
prompt, it possible to control many common infections 
high blood levels rapidly and to do so with remarkable freedom 

from untoward reactions. CycLAMYCcIN is in- 

dicated in numerous bacterial invasions of the 
respiratory system—lobar pneumonia, bron- 


consistently 
chopneumonia, tracheitis, bronchitis, and other 


reliable 

and reproducible acute infections. It has been proved effective 

blood levels against a wide range of organisms, such as 
pneumococci, H. influenzae, streptococci, and 
many strains of staphylococci, including some 

nititieibind resistant to other “mycins.” Supplied as Cap- 


sules, 125 and 250 mg,, vials of 36; Oral 
Suspension, 125 mg. per 5-cc. teaspoonful, 
bottles of 2 fl. oz. 


adverse reactions 


Triacety ycin, Wyeth 


Conforms to Code for Advertising LL 


® 
Philadelphia 1, Pa. 


Voi. 58, Mar. 1959 A-147 


“Idents, 
a 
appre. 
ids, 
idents 
ds 
au, 
| 
ed 
he 
ile 
ch 
ct 
f 
d 
r 
| 
- 
4 


~ In France they say, 


“J’ai dormi 
| comme ours” 


Your patients will say 


“I slept like a log” 
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NOW in any language, NOLUDAR 300 
is Synonymous with sound, restful sleep. 


EFFECTIVE: New NOLUDAR 8300 acts promptly to induce sound, 
refreshing sleep of normal duration and quality 125 
. .. followed by a clear-eyed awakening, without 
“thangover”’ effects. 


NOLUDAR 300 is free of barbiturate risks such as 
addiction or overdosage. Even minor side reactions are 
rare.!24 In terms of safety, NOLUDAR “appears 

to afford all one can possibly expect 

from a drug of this type.’’! 


SAFE 


HIGHLY In a study of 1015 cases,! all patients expressed 
ACCEPTABLE: satisfaction with the quality of action” of NOLUDAR. 
“*... 97.9 per cent rated the hypnotic effect of NOLUDAR 
as at least equal, or superior to barbiturates they had 
previously received.” 


INDICATIONS: Insomnia due to mental unrest, excitement, fear, 
worry, apprehension or extreme fatigue. 
DOSAGE: Adults—One 300-mg capsule before retiring. 
Do not exceed prescribed dosage. 


REFERENCES: 1. O.Brandman, J. Coniaris and H. E. Keller, J.M. Soc. New Jersey, 52:246, 1955. 
2. L.J.Cass,W.S.Frederikand J.B. Andosca, New England J. Med., 258 :586, 1955. 


3. E. H. Loughlin, W. G. Millin, J. Schwimmer and M. Schwimmer, 
Internat, Ree. Med., 168:52, 1955. 


4. P. A. Radnay, Postgrad. Med., 21:617, 1957. 
NOLUDAR®— brand of methyprylon 


ROCHE LABORATORIES + Division of Hoffmann-La Roche Inc + Nutley 10 » New Jersey 
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CONFORMS TO CODE 
FOR ADVERTISING 


NEWBORN... 
for 

tranquil 
newborns 


THE ONLY LIQUID FORMULA FOOD WITH A GUARANTEED PHYSIOLOGIC Ca:P RATIO OF 14:1 
plus all other significant nutritional advantages established by BrREM1L Powdered 


LIQUID Bremil 


CONVENIENT AND UNIQUE FOR ROUTINE PHYSIOLOGIC INFANT FEEDING 
Physiologic Ca:P ratio minimizes hyperirritability. 

Added methionine inhibits diaper rash. 

Physiologic carbohydrate (lactose) helps avoid perianal dermatitis. 

Virtual freedom from volatile fatty acids and fine emulsion 


minimize digestive upsets. 


Physiologic renal solute load lessens danger of dehydration during stress. 
Complete in “metered” multivitamins and carbohydrate. 


Standard dilution: 1 part Liquid BREMIL with 1 part water. 


Available at all drug outlets in 13-fl.oz. tins; 24 to the case. Still available — 


established BREMIL Powdered in 1-lb. tins. 


(8) Frotldhy, PHARMACEUTICAL DIVISION / 350 Madison Avenue, New York 


BREMIL * MULL-SOY * DRYCO BETA LACTOSE KLIM 


search even though they know this im- 
plies commitment to a long-term and, 
more often than not, unspectacular grind. 
It is well recognized that the complexity 
of the factors involved in mental re- 
tardation requires research in many dis- 
ciplines if a more adequate understanding 
of treatment, cause, and prevention is to 
be developed. 

An immediate result of this stimula- 
tion has been an increase in the number 
of projects under way involving the men- 
tally retarded. These range in a broad 
sense from efforts to provide more 
trained personnel for work in the field 
as at George Peabody College’® to the 
special diagnostic clinics supported by 
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the Children’s Bureau.’ As part of this 
general stimulation the National Associ- 
ation for Retarded Children, the Na- 
tional Institute of Neurological Diseases 
and Blindness, the National Institute of 
Mental Health, the Association for the 
Aid of Crippled Children, and the New 
York Foundation have jointly supported 
surveys of biological, psychological, and 
social problems in mental retardation.‘ 
A project on technical planning in men- 
tal retardation being conducted by the 
American Association on Mental Defi- 
ciency, now in its third year, has in- 
volved a variety of activities designed to 
stimulate improvement in research, train- 
ing, and program development.* 


These general projects haye under. 
scored the necessity of closer association 
of the institutions with universities and 
medical schools in order to break down 
the isolation of the field and to hy; 
in those whose interest in basic research 
problems will revitalize the conc 
used in mental deficiency. Such general 
ferment will do much to erase the ste. 
reotype current in too many minds that 
the retarded are poor subjects for re. 
search and treatment. 

The improvement in the amount of 
work being done may already be noted 
in the number of abstracts of work in 
progress reported in the Children’s By. 
reau publication, Research Relating io 
Children.’ Although purely medical stud- 
ies that are only indirectly related to 
mental retardation are usually excluded 
from this listing, recent issues of the 
bulletin have cited 87 studies of various 
types now being carried on. 

Within the Department of Health, 
Education, and Welfare, the Office of 
Education has contracted for projects in 
six areas: (1) the definition and identi- 
fication of the mentally retarded; (2) 
learning characteristics and responses; 
(3) language and communication diffi- 
culties; (4) teaching methods and pro- 
cedures; (5) the effects of different 
types of school organization; and (6) 
postschool adjustment and other prob- 
lems. The Office of Vocational Rehabili- 
tation has initiated and proposes to ex- 
pand a number of projects aimed at 
investigating ways of effectively reha- 
bilitating the retarded through various 
means; the use of special workshop 
training, counseling, and the establish- 
ment of “half-way houses” as an aid to 
the retarded placed in their first employ- 
ment. 

The National Institutes of Health in 
addition to its training grants is sup- 
porting research on the basic etiological 
factors in mental retardation and allied 
disorders such as cerebral palsy. These 
studies range from discrete investiga- 
tions of metabolic processes to a com- 
prehensive collaborative study in cerebral 
palsy and other neurological and sensory 
disorders of infancy and childhood in 
which data uniformly collected in a 
number of medical centers throughout 
the country will be pooled for analysis. 

The Children’s Bureau through its op- 
erating divisions is supporting clinics 
aimed at early diagnosis and treatment 
and is attempting to expand and 
strengthen social services to the retarded 
through consultation in community plan- 
ning and the provision of staff develop- 
ment and training opportunities. While 
the Bureau has no provision for the 
direct support of research a variety of 
studies may be expected to develop from 
this program.* 


THE BEHAVIORAL SCIENCES 


In the behavioral sciences an interest- 
ing shift may be observed away from 
concentration on the use of psychologi- 
cal test-score patterns used to delineate 
subgroups toward studies designed to 
tease out the specific difficulties which 
may exist with respect to some achieve- 
ment, or to determine how a particular 
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tment may affect individuals in order 
to know better how to proceed educa- 
tionally and vocationally. 

Woodward and her coworkers'* at the 
Lenox Hill Hospital in New York City 
have reported on their 3-year study of 

school children, emphasizing the im- 
portance of psychogenic factors in inhib- 
iting mental growth. Whether or not 
their efforts at treatment will prove to 
be successful is not known, but they do 
focus attention on the necessity for early 
identification and treatment in children 
without detectable organic defect. A 
somewhat similar project being carried 
on by Kugel and his associates at the 
University of Iowa is briefly reported in 
the Here and There section in this issue 
of Children. 


Griffith and Spitz’ have studied the 
process of abstraction in high-grade re- 
tardates. When such youngsters are 
asked to give the property common to 
three nouns they tend to be successful 
when they have independently been able 
to define two of the three words in 
terms of a possible abstraction. That is, 
if they define chair and table when these 
are presented in a vocabulary list as 
“furniture,” they may later be able to 
recognize that chair, table, and bed when 
presented together are all “furniture.” 
The authors suggest an application of 
their work in the training of retardates 
through the teaching of a common de- 
scription for several types of social be- 
havior. For instance, meaning for the 
term “bad” might be developed from the 
association of “bad” with “punishable,” 
or “cause for being returned to the in- 
stitution” while these terms in turn are 
related to the specific items “fighting,” 
“lying,” and “stealing.” 

The importance of taking specific han- 
dicaps into account in program planning 
is illustrated by Hunt and Patterson’s 
study of retarded children with visual or 
auditory perceptual difficulties.” When a 
brain-injured child with a difficulty in 
auditory perception is asked to sort out 
a series of pictures so that they illustrate 
a story to which he is supposed to listen 
he tends to concentrate on the pictures 
and blot out the auditory cues. This 
work has obvious implications for teach- 
ing methods and class composition. 


A method of measuring activity level 
has been described by Foshee” who used 
it to measure drive strength during sim- 
ple and complex learning. While the im- 
plications for program and treatment in 
this study are not immediate, the long- 
term results from the study of motiva- 
tion and learning in the retarded should 
be considerable.‘ McPherson has again 
reviewed the experimental literature on 
learning in the mentally retarded.” She 
reports 14 studies meeting her criteria 
for inclusion since 1948. While this rep- 
resents a number larger than that re- 
ported in the original review, which 
extended back to 1904, it remains a very 
small number when it is compared with 
the mass of studies reported in the gen- 
eral psychological literature. From her 
review it is apparent that our knowledge 
of the learning process in the retarded 
remains fragmentary and confused. 
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QUANTITY AND QUALITY 


The studies briefly mentioned here can 
only indicate the diversity of work now 
being done in the field. Other investiga- 
tors are evaluating the effects of socio- 
economic conditions and language bar- 
riers in school performance, the effects 
of the loss of the mother in infancy on 
growth patterns, and the self-picture of 
the retarded child in relation to his goals 
and level of aspiration. This diversity 
and quantitative improvement does not 
necessarily mean that better work is be- 
ing done. However, there are signs of 
a qualitative improvement both in the 
kinds of questions being asked and in the 
experimental designs. 

In general, instead of the comparison 


TACHYCARDIA 


—ALMOST WITHOUT REGARD 
TO CAUSE— 
CAN NOW BE CONSIDERED 


AN INDICATION FOR 
SERPASILC 


(reserpine C1BA) 
The heart-slowing action of Serpasil can be of therapeutic value in a wide 


variety of conditions marked by an increased heart rate. * Serpasil prolongs 
diastole, allowing more time for the myocardium to recover and enhancing 
cardiac blood flow and efficiency. This heart-slowing effect is unrelated to 
the antihypertensive effect of Serpasil; that is, in normotensive patients with 
tachycardia, Serpasil will slow heart rate without decreasing blood pressure. 
¢ Serpasil is thought to slow the heart by central suppression of afferent sym- 
pathetic activity, thus inhibiting impulses to the cardio-accelerator fibers and 
allowing the normal braking action of the vagus to predominate. This heart- 
slowing action is unlike that of the agents now in widespread use—the veratrum 
derivatives, digitalis, quinidine, and parasympathomimetic agents. Serpasil is 
virtually free of the dangers (heart block, cardiac arrest) and the disadvantages 
of “titrating” dosage heretofore encountered with bradycrotic drugs. 


SERPASIL HAS PROVED EFFECTIVE AS A HEART- 


SLOWING AGENT IN THE FOLLOWING CONDITIONS: 
MITRAL DISEASE * MYOCARDIAL INFARCTION + CARDIAC 


ARRHYTHMIAS + NEUROCIRCULATORY ASTHENIA 
THYROID TOXICOSIS + EXCITEMENT AND EFFORT SYN- 
DROMES + CARDIAC NEUROSIS + CONGESTIVE FAILURE 


NOTE: In patients receiving digitalis or quinidine, Serpasil therapy should be 
initiated with especially careful observation. Serpasil is not recommended in 


2/26s3mx-1 


of groups on some psychological test 
score or pattern, more effort is being ex- 
pended to investigate the psychopathol- 
ogy of mental deficiency. With a more 
specific knowledge of what is amiss in 
the learning, thinking, problem solving, 
personality, and socialization of the men- 
tally retarded, it should be possible to 
make better predictions about success in 
education and rehabilitation than can be 
made at the present time from a knowl- 
edge of the I. Q. or of the fact that the 
individual is considered “brain-injured.” 

While this paper has focused pri- 
marily on the behavioral sciences, the 
same tendency observed there, the intro- 
duction of new concepts, and the relating 
of experimentation to current theory may 
be seen in other disciplines. Lippman’s 
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COSA-TETRACYN 


proven in research 


1. Highest tetracycline serum levels*” 
2. Most consistently elevated serum levels’ 
3. Safe physiologic potentiation with a natural human metabolite’ 


proven in practice 


4. Rapid clinical response*** 
5. Unexcelled toleration***”* 


ne) 3. 6. Cornbleet, T.; Barsky, S.: Ant. 
( . 7. Stone, M. L.; Sedlis, A.; Bamford, J., and Bradley, W.: 
‘5 1958, 8. Harris, H.: Rev, 1:15 (July) 


“Trademark for glucosamine-potentiated tetracycline 
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capsules = oral suspension = pediatricdrops 
ell-being Division, Chas. Pfizer & Co., ine. 
REFERENCES: 1 Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958, 2. Welch, H.; Wright, 
n, L.A.: Arch. Pediat. 
Clin. Therapy 5:328 
A-152 


as well as subacute and 
chronic skin diseases 


greaseless, 
ALSO AVAILABLE: 


FOR DRY SCALY ECZEMAS, AND WHEN INFECTION IS PRESENT OR ANTICIPATED 


0.5% and 
stainless vanishing cream base. in tubes of 7 gm. and 1 oz. 


_.when the tar-eterold cream 
TARCORTIN was prescribed for 
patients presenting very acute 
episodes of atopic dermatitis, 
contact dermatitis, psoriasis, 
chronic Infectious eczematoid 
dermatitis, and other eczematous 
dermatoses...we were able to 
achieve prompt remissions... 
1. Weish, A. L., and Ede, Ma JAMA, 

166:158, 1958. 


Additional Clinical Publications on Tarcortin: 


Clyman, $. Postgrad, Med. 21:309, 
1957 « Bletberg, J.: J. M. Soc. New Jersey 
§3:37, 1956 * Abrams, B. P., and Shaw, Ca 
Clin, Med. 3:839, 1956 » Bleiberg, J.: 

Am. Practitioner 8:1404, 1957 


ufts 


REED & CARNRICK 
Jersey City 6, New Jersey 


Ointment Hydrocortisone 0.5%, Neomycin (as Sulphate) 0.35% and Special Coal Tar 


Extract 5%. In tubes of 7 gm. 8 and 1 oz. 
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PSORIASIS 


distressing 


to the patient 


perplexing 


to the doctor 


clinically tested > 
ethically promoted > 
safe and effective > 


easy to use > 


maximum assurance > 


against recurrence and 
adverse reactions 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 


AVAILABLE 
ot pharmacies or direct 
in 4 and 8 fluid ounces 


COMPOSITION 
RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, 0.75% Cresol. 


SHIELD LABORATORIES 
Dept. OA-259 
12850 Mansfield Avenue ° 


Detroit 27, Michigan 


G.: Psychiatric study of mentally ret 
children of pre-school age—prelimin: arded 
Pediatrics, January 1957. ary Teport, 

8. Woodward, Katharine F.; Siegel. ye 
G.; Eustis, Marjorie Psychiatrie 
mentally retarded children of preschool ya 
report on first and second years of a hee 
year project. American Journal of Orthopsy, 
chiatry, April 1958. = 

9. Griffith, B. C.; Spitz, H. H.: Some 
tionships between abstraction and word mean, 
ing in retarded adolescents. American Journal 
of Mental Deficiency, September 1958, 

10. Hunt, Betty; Patterson, Ruth M.: Per. 
formance of brain-injured and familial ‘ 
tally deficient children on visual and audit 
sequences. American Journal of Mental De 
ficiency, July 1958. 5 

11. Foshee, J. G.: Studies in activity Jeyg. 
I. Simple and complex task performance jn de. 
fectives. American Journal of Mental Def. 
ciency, March 1958. 

12. McPherson, Marion W.: Learning and 
mental deficiency. American Journal of Men. 
tal Deficiency, March 1958. 

13. Lippman, R. W.: The significance of 
heterozygosity for hereditary metabolic errors 
related to mental deficiency (oligomentia) 
American Journal of Mental’ Deficiency, Sep 
tember 1958. 


Hazards 
in plural births* 


The chances of being born alive and 
of surviving the first year of life are 
distinctly less for children in plural births 
than for the single-born. Furthermore, 
the hazards are greater for triplets than 
for twins and greater for quadruplets 
than for triplets; the survival of a set 
of quadruplets is a rare event. Plural 
births account for only 2 percent of all 
births in the United States but are re- 
sponsible for about 6 percent of the fetal 
deaths (stillbirths of 20 or more weeks 
of gestation) and for nearly 10 percent 
of all infant deaths. Data from a variety 
of sources show considerable variation 
in the mortality of children in plural 
births according to age and parity of the 
mother, duration of pregnancy, and birth 
weight of the infant. 

The fetal death rate among twins in 
the United States in 1956 was 43.6 per 
1,000 born alive or dying during the fetal 
period, compared with a rate of 15.6 per 
1,000 for the single-born; for other 


paper on the significance of heterozy- 
gosity for hereditary metabolic errors 


may be cited as an example of this.” 
This suggests how the application of 
modern genetic theory and techniques of 
investigation may shed light on the eti- 
ology of retardation in those people who 
at present are classified as “familial” or 
“undifferentiated.” 

With .time, it seems inevitable that 
concepts and theories which have been 
found fruitful in the laboratories or in 
other populations than the retarded will 
be applied to research with the retarded. 
This in itself will do much to reduce the 
gap between university and institutional 
research workers and increase the useful 
knowledge about mental deficiency. 
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plural deliveries the corresponding rate 
was 80.6. Data available for twins show 
a particularly high fetal mortality among 
those born to very young mothers and 
to mothers at ages 45 and over, but even 
those born to mothers in the age range 
20-44 years experience a higher fetal 
death rate than the single-born. Fetal 
mortality is markedly higher among non- 
white twins than among the white, irre- 
spective of age of mother. 

Whether or not a mother has _ had 
children previously is also a factor in 
the mortality experience of infants born 
in plural sets. A recent study in Iowat 
showed that both, the fetal mortality and 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, November 
1958. 

+Donnelly, M. M., “The Influence of Multi- 
ple Births on Perinatal Loss,” American Jour- 
nal of Obstetrics and Gynecology, Vol. 72, No- 
vember 1956, p. 998. 
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stion: 
Why do so many physicians prefer 
Cafergot and Cafergot P-B for 
migraine and other recurrent 
throbbing headaches? 


Answers: 
By leading clinicians, quoted from 


their published investigations. 


TQURNAT, | “The highest percent- 
age (83%) of patients 
with symptomatic 
_ relief is obtained by 
early and adequate 
administration of 
=  ergotamine and caf- 
=== === feine(Cafergot), alone 
or combined with anti- 
spasmodics and/or sedatives (Cafergot 
P-B).” (Friedman, A. P.: J.A.M.A. 
168:1111, March 30, 1957.) 


“For those patients 
in whom nausea and 
vomiting occur so 
early in the attack 
that oral medication 
cannot be used, rectal 
administration is 
sometimes a simple 
andeffectivesolution. 
Cafergot supposi- 
tories...and Cafergot P-B supposi- 
tories...are useful additions to the 
armamentarium.” (MacNeal, P. S., et 
al.: Management of the Patient with 
Headache, 1957.) 


got P-B] were espe- 
* cially useful when the 
| headaches were ac- 
companied by nerv- 
ous tension and 
gastrointestinal up- 
set....Cafergot P-B 
~ Tablets constitute an 
important addition to the treatment of 
vascular headache.” (Blumenthal, L.S., 
and Fuchs, M.: Med. Annals District of 
Columbia 26:175, April 1957.) 


“Symptomatic treat- 
ment is essentially 
one of pharmacother- 
apy, and the best 
results have been 
obtained with the use 
ofergotamine deriva- 
tives, notably a com- 
pound of ergotamine 
and caffeine (Cafergot).” (Friedman, 
A. P., von Storch, T. J. C., Merritt, 
H. H.: Neurology 4:773, Oct. 1954.) 
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first choice 


for migraine 


and other recurrent, throbbing headaches 


CAFERGOT TABLETS 
ergotamine tartrate 1 mg., caffeine 100 mg. 
Dosage: 2 at first signs of attack; if needed, 1 additioral 


tab. every 4% hour until relieved (max. 6 per attack). 


CAFERGOT SUPPOSITORIES 
ergotamine tartrate 2 mg., caffeine 100 mg. 


Dosage: 1 as early as possible in attack; 
second in one hour, if needed (max. 2 per attack). 


When the headache is associated with nervous 
tension and G.I. disturbance 


CAFERGOT P-B TABLETS 
ergotamine tartrate 1 mg., caffeine 100 mg., 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. 


Dosage: same as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORIES 

ergotamine tartrate 2 mg., caffeine 100 mg., 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. 
Dosage: same as Cafergot Suppositories. 


SANDOZ 


A-155 


age: 

© rela. 

Ournal 

di 

level; 
in de. 
Def. 

M, 

Trors 

itia), 

Sep. 

hs 

in 

il 

AL “The tablets [Cafer- 
“MEDICAL | “The 
= 


LOW BACK PAIN i; frequently the only 
presenting symptom of OSTEO POROSIS 


Although accepted as a natural concomi- ANA-DoME Tablets, an androgen-estrogen 
tant of old age, osteoporosis is not easily combination with Vitamin C added, not 
recognized in middle age. Nagging pain in only relieves pain in these cases but re- 
the lower back and legs can be the first vives and promotes osteoblastic and ana- 
manifestation of estrogen withdrawal or bolic activity. Reparative support is thus 
gonadal insufficiency. provided for fragile and inelastic bone. 


Each tablet contains methyltes- 
tosterone 10 mg., beta-estradiol 


new 
1 mg., and calcium ascorbate A NA D O M E 
375 mg. Bottles of 30 and 100. ‘3 TABLETS 


androgen-estrogen-vitamin combination 


rey DOME CHEMICALS INC. 125 west End Avenue, New York 23 


665 N. Robertson Blvd., Los Angeles 46 
2765 Bates Road, 
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the neonatal death rate (mortality in the 
first four weeks of life) generally de- 
creased with increase in parity of the 
mother. Thus, the neonatal death rate 
was less than half as high among twins 
horn to mothers who had already had 
three or more children as among those 
whose mother had had no previous preg- 
nancy. 

Infant mortality (the death rate in the 
first year of life), as well as fetal mor- 
tality, is higher for twins than for single 
births; this is evident from the experi- 
ence of New York City for 1955-57. 
The infant mortality rate among twins 
was 99 per 1,000 live births and among 
triplets 267 per 1,000, compared with 22.5 
for the single-born. In cases where only 
one of the twins is born alive, the infant 
mortality rate was nearly 4 times that 
for twins both of whom were born alive. 
Where only one of a pair is born alive, 
more than one third of the survivors die 
within a year, with a high concentration 
ef deaths in the first week. Infant mor- 
tality among twins was highest for those 
born to mothers under age 20, and next 
highest for those with mothers 20-24 
years of age. The death rates in the first 
year of life for twins born to mothers 
aged 25 and over were appreciably lower 
than among those to younger mothers 
but their mortality was consistently high- 
er than that for the single-born. As in 
the case of fetal mortality, infant mor- 
tality is distinctly higher for nonwhite 
than white babies. 

The difference in mortality between 
twin and single births is especially large 
in the first weeks after birth. A study in 
1950 for the country as a whole showed 
that mortality during the first four weeks 
was more than 5 times as high among 
twins as among single-born infants.t 
The disparity was large at each age divi- 
sion from the first hour through the 
fourth week. 

The excess mortality among babies in 
plural births is due largely to a high in- 
cidence of prematurity among them; pre- 
mature (or immature) children are com- 
monly defined as those who weigh 2,500 
grams (5% pounds) or less at birth. In 
the 1950 study noted above, it was found 
that slightly more than half of the babies 
in plural sets were below this weight, 
compared with 6.4 percent among the 
single-born. The median birth weight 
was 2,460 grams for children born in 
plural sets and 3,330 for the single-born. 
Birth weight, however, is not an accurate 
measure of the comparative maturity of 
plural and single-born babies, because 
children born in sets who have the same 
birth weight as those born singly are 
usually more advanced in their develop- 
ment. The fact remains that for com- 
parable periods of pregnancy, neonatal 
mortality is appreciably higher among 
plural than among single births. 

Deaths ascribed to prematurity account 
for about half of all neonatal deaths 

tShapiro, S., and Unger, J., “Weight at 
Birth and Its Effect on Survival of the New- 
born in the United States, Early 1950,” Vital 
Statistics—Special Reports, Vol. 39, No. 1, 
July 23, 1954; “Relationship of Weight at 
Birth to Cause of Death and Age of Death in 


the Neonatal Period, United States, Early 
1950,” Ibid. No. 6, February 23, 1956. 
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light carrier and lamp. 


Gear and Pinion 


by Pat, No. 2,769,441 — Other 


NEW ROTATING ANOSCOPE | 


Facilitates examination and instrumentation 
@ Speculum can be rotated without moving handle. Simple 
mechanism turns speculum through full 360°. 


@ Orbiculated edges minimize discomfort as speculum is rotated, 
even in the presence of rectal pathology. 


© Entire instrument can be autoclaved or boiled, including the 


©@ Brilliant self-illumination with durable Welch Allyn No.2 Jamp. 


@ Fits all standard Welch Allyn battery handles. ‘ 
No. 288 Rotating anoscope, with light carrier-......$27.50 


ONS 


among children in plural births, a rate 
approximately 9 times that for single 
births. Other causes of death which 
show a higher mortality for plural births 
in the neonatal period are birth injuries, 
postnatal asphyxia, pneumonia, and dis- 
orders due to disease in the mother. 

Irrespective of birth weight, both fetal 
and neonatal death rates are higher for 
the second-born of a twin set than for 
the one born first. Much of the differ- 
ence is attributable to the disparity in 
mortality from birth injuries and post- 
natal asphyxia. Identical twins experi- 
ence somewhat higher neonatal death 
rates than fraternal twins. 

To some extent, the higher mortality 
in plural births reflects the added physi- 
ological burden placed upon the mother. 


Much can be done, however, to reduce 
the hazards of multiple pregnancy. Of 
prime importance are early detection of 
the presence of more than one fetus, and 
early and continuous medical supervision 
during pregnancy—measures of special 
consequence for very young and for older 
women. Mothers need to be made aware 
of the critical importance of prenatal 
care in multiple pregnancy, particularly 
since added precautions are necessary to 
prevent nutritional deficiencies. Improve- 
ment in obstetric practices would be help- 
ful in lessening the hazards to the second 
and later-born children of the same 
plural set. The development of methods 
to prevent the premature onset of labor 
would be especially fruitful in saving the 
lives of children in plural births. 
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Fast, Gratifying Symptomatic Relief 
in Oropharyngeal Infections 


ORABIOTIC 


ANTIBIOTIC / ANALGESIC 


The remarkable efficacy of orasiotic in controlling oropharyngeal infection and pain 
has been confirmed in hundreds of post-tonsillectomy patients.1-? The topical anal- 
gesic action and the intermittent exercise of oropharyngeal muscles associated with 
the chewing of orasiotic help relieve local discomfort in sore throat and various other 
pharyngeal conditions. Thus, orasiotic provides gratifying symptomatic relief as well 
as adjunctive antibacterial therapy in acute tonsillitis, peritonsillitis, Vincent's (oro- 
pharyngeal) infection, parotitis and infectious gingivitis. 
EACH TROCHE CONTAINS: 3.5 mg. Neomycin (from sulfate), 0.25 mg. Gramicidin, and 
2.0 mg. Propesin (propyl p-aminobenzoate). 
DosAGeE:. One troche q.i.d. Supplied: In packages of 10 and 20. 
References: 1. £.£.N.T. Mo. 36:294, May, 1957. 2. E.E.N.T. Mo. 36:406, July, 1957. 3. Clin. Med. 4:699, June, 1957. 


Always—A Useful Adjunct to Systemic Treatment 


WHITE LABORATORIES, INC. Hhlés KENILWORTH, N. J. 
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The sources 
of parent behavior* 


Orville G. Brim, Jr., Ph.D. 
Sociologist, Russell Sage Foundation, 
New York City 


Parent education can be justified only 
on the grounds that it will leave some 
effect on the behavior and belief of an 
individual striving to fulfill his role as a 
parent. This leads us to the crucial ques- 
tion: Can we assume that parent be- 
havior arises from sources that can be 
influenced by educational methods? 


Education generally, and parent educa- 
tion specifically, assumes a form of hu- 
man behavior in which seme share of the 
individual’s action is subject to conscious, 
yoluntary control. According to this as- 
sumption he is able to set goals for him- 
self, to evaluate and then select means of 
reaching these goals, and to put them in- 
to practice. Education therefore appeals 
to the conscious and rational elements of - 
the individual, supplying him with infor- 
mation, suggesting new values he can 
pursue, and providing him with elements 
of conscious and rational problem-solving 
skills that better equip him to make deci- 
sions. 

Parent behavior, of course, is not fully 
accounted for by this assumption. Many 
segments of behavior are not the simple 
expression of goal seeking in which the 
individual consciously selects the best 
means at his disposal and uses them. 
Other factors that may limit the effec- 
tiveness of educational programs must 
be faced in parent-education planning. 

In addition to the rational, self-con- 
trolled factors implicit in educational pro- 
grams, at least five types of causes of 
parent behavior can be identified, as fol- 
lows: unconscious factors; cultural val- 
ues; interpersonal and social controls; 
group structural determinants; and eco- 
logical or physical factors. In connection 
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which it operates. 
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with all these, the individual behaves in 
his parent role as part of a social system. 
He engages in behavior vis-a-vis the 
child in interactions that are regulated 
by social norm. He also is restricted by 
his own repressed and unconscious mo- 
tives, which work to determine his be- 
havior in his parent-role performance in 
ways unknown to him. Moreover, the 
pressures of time and the demands of 
the conflicting social situations in which 
a large family is involved, as well as 
restrictions caused by absence of certain 
economic goods—whether living space, 
toys, or more generally of money, all 
work to limit the applicability to the par- 
ent of the assumption of conscious and 
self-controlled performance. 


“Reprinted from Children, November-Decem- 
ber 1958. Based on a paper presented at the 
1958 Institute for Workers in Parent Educa- 
tion, sponsored by the Child Study Association 
of America. 
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With the Baumanometer, you can be sure 
that any changes in pressure are assignable to 
causes within the patient, not the instrument. 

Only the true mercury-gravity sphygmo- 
manometer can possibly offer permanent 
accuracy. It is the only type of instrument 
that proves out its own accuracy by return- 


Why have anything less than this com- 


U CAN BELIEVE 


® 
with the Paumanomelor 


With the Baumanometer there is no chance 
of instrument error to question bloodpres- 
sure readings. Baumanometer accuracy is as 
unchanging as the force of gravity upon 


The trim Kompak 
Model Bauma- 
nometer is ideal 
for bedside or 
desk-side . .. 
light enough to 
go everywhere. 


GRAVITY .. . never changes 
Gravity is one absolute, unchangi 

force-on earth. It is also the sole 
eference force for bloodpressure 


"s so accurate that it is just never 


t to question. It has no springs. 


.--@veryone respects the pursuit of accuracy 


The critical issue is the degree to 
which these restricting factors reduce 
the influence of education upon the par- 
ents’ role performance. Thus to supply 
factual information or discuss the range 
of values to be selected by the parent 
may not mean that he will use the help 
if he has unconscious motives that cause 
him to distort or, indeed, not even to re- 
member what he has learned. Nor is it 
useful to do this if the mother who is 
given information leading her to a new 
course of child rearing is unable to put 
it into practice because a dominating hus- 
band forbids her to do so. Also, it would 
seem of little value, and indeed cruel, to 
discuss the merits of establishing a nur- 
turant and intimate relation with chil- 


dren if the mother of a large number of 
children has to work away from home 
in order to provide for them. 

In general parent educators have been 
most sensitive to the limitation on the 
educability of parents arising from un- 
conscious motives. The issue of education 
versus therapy as a method of influence 
has long been argued among them. 

To some extent parent educators have 
been sensitive also to the limitations im- 
posed by economic and environmental 
factors, although these have not been 
stressed sufficiently. Almost no attention 
has been paid to the problems of power 
relations or of social control in the fam- 
ily, or to the limitations placed on per- 
formance by internalized cultural values. 
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Response 


Disease No. of Patients Good or Excellent Pott 
Otitis media 72 
Bronchitis 11 
Obstructive laryngotracheitis 3 
Tonsillitis 21 
Cervical adenitis 13 
Purulent rhinitis or sinusitis 19 
Total 139 125 


From a study by E. H. Townsend and A. Borgstedt* 


safe “No side reactions to sulfadimethoxine were observed in the enll | 
series of 167 patients.”! effective “Remarkable improvement, characttt 
ized by subjective relief and disappearance of.inflammatory symptoms, ® 

curred in 107 out of the 111 patients under study.” economical ‘ig 
addition to the clinical efficiency attributable to sulfadimethoxine . . . the eco 2 
omy involved in medication with a fast-acting chemotherapeutic agent wal 


rants its early use. . . .”* 
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E. H. Townsend and A. Borgstedt, Antibiotics Annual 1958- 
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Group structural determinants also have 
been overlooked. Let us now consider 
these categories in order: 


UNCONSCIOUS FACTORS 


Consider a parent who has been forced 
as a child to learn to repress his aggres- 
sive feelings and is frightened and 
shocked when aggression occurs between 
children in his family. His alarm arises 
from his own anxiety lest he express his 
own aggression, but he does not know 
this is the reason. With this parent, it 
seems useless to discuss sibling relations 
and advocate the permission of a mod- 
erate display of aggression between sib- 
lings, since the parent does not under- 
stand the origin of his own feelings 
about aggression and is unable to change 
them simply through exposure to educa- 
tion. To influence such a parent requires 
therapeutic procedures in order to help 
him understand the source of his feel- 
ings, thus making them amenable to edu- 
cational influence. 


No doubt every parent shows the in- 
fluence of unconscious factors. The rich 
clinical case histories in parent behavior' 
continually illustrate this. The fact that 
these cases are based on clinical subjects 
mitigates against their general applicabil- 
ity to normal parents, but much research 
based on samples of normal parents sup- 
ports this point. For example, a recent 
work by Sears et al.’ reports a significant 
positive relation between sex anxiety in 
mothers and a refusal to breast feed, 
thus suggesting that the refusal is an 
expression of a general anxiety over mat- 
ters pertaining to sex. The authors point 
out that education directed to the per- 
formance of breast feeding is likely to be 
discomforting for the mother who resists 
the practice because of unconscious fac- 
tors producing sex anxiety. 


Many parent-education programs have 
not seriously considered the limitations 
unconscious factors place on such educa- 
tion or the modifications required of 
their conception of the parent as a con- 
sciously self-determining actor. Given the 
fact that for almost all parents some 
aspects of their role, and for some par- 
ents almost all such aspects, are influ- 
enced by unconscious factors, it follows 
that there will be parental feelings and 
behavior not influenceable by the parent 
educators’ efforts. 


Ideally parent educators would tailor 
their programs to persons and _ child- 
rearing areas open to education. Had 
they prior information on who such peo- 
ple are and what the areas are, this 
would be easy. Lacking such informa- 
tion, the educator must recognize with a 
given parent the areas of child rearing 
in which the parent’s unconscious resists 
educational influence, and he must limit 
his program accordingly. To do this the 
parent educator needs special training. 


Though some parent educators have 
underestimated the role of the uncon- 
scious, others have been so heavily in- 
fluenced by clinical theory stressing the 
unconscious that they do not fulfill their 
possibilities as educators and even ask 
whether educational efforts are justified 
at all. 


There has been an increasing tendency 
to consider the attitudinal and emotional 
characteristic of the parent, in contrast 
to the behavioral, as having the most in- 
fluence upon the child. Clinicians stress 
that it is especially these emotional char- 
acteristics that are under unconscious 
control. This has led directly to ques- 
tioning the justification of parent educa- 
tion. At least one parent educator*® has 
adopted the position that the proper role 
of the parent educator is to be suppor- 
tive and comforting to the parent and 
that attempts to change parents through 
education result in the production of 
anxiety and in poorer child rearing. 


In contrast, some major studies** show 
that deep-seated personality changes oc- 
cur in the course of time in individuals, 
entirely apart from the effects of ther- 
apy. Kelly summarizes as follows: “Our 
findings indicate that significant changes 
in the human personality may continue 
to occur during the years of adulthood, 
Such changes, while neither so large nor 
sudden as to threaten the continuity of 
the self-percept or impair one’s day-to- 
day interpersonal relations, are potential- 
ly of sufficient magnitude to offer a basis 
of fact for those who dare to hope for 
continual psychological growth during the 
adult years.” 


A single therapeutic agent developed by 
CIBA research now does all that has been at- 
tempted with combination cough remedies. 
Extensive clinical trials, involving more 
than 3,000 patients with acute or chronic 
cough, have shown that TESSALON has at 
least six advantages that result in better total 
management of the patient with cough: 

1. TESSALON acts peripherally, to con- 
trol cough in the chest. 

2. TESSALON acts centrally, to control 
cough at the level of the “cough center” in 
the medulla. 

3. TESSALON is reported to thin sputum.’ 
4. TESSALON increases vital capacity 
and ventilation. 

5. TESSALON improves exercise toler- 
ance. 

6. TESSALON relieves dyspnea. 


Fewer coughs per minute 

Shane and co-workers,” using the method of 
Bickerman and Barach,® induced measur- 
able cough in 20 volunteers, using a 15 
per cent citric acid aerosol as the cough- 
producing agent. The antitussive efficacy of 
TESSALON (100 mg.) was estimated to be 242 
times that of codeine (#2 grain) in this test. 


Cough suppressing activity of TessaLon* 
Average Number of Coughs® 
8.3 


No therapy 
Codeine 44 
TESSALON 1.7 
*Based on 5-minute 
tion of citric 


on three separate occasions. 

Controls cough in the chest 

It has been shown that the increased sensi- 
tivity of the sensory receptors in the lung 
during inspiration is an important part of 
the congh mechanism. TESSALON has a selec- 
tive inhibiting effect on these dilation or 
“stretch” receptors‘ that helps to control 


cough where cough begins—at points of irri- 
tation in the chest. 

Controls cough at the cough center 

in the medulla 


Spinal reflex arcs were studied for the inhib- 
itory effect of TESSALON on the transfer of 


Physicians turn to ‘Tessalon” to control cough 
Single agent with multiple actions broadens cough therapy 


afferent cough impulses to the efferent 
branch of the cough reflex.° The administra- 
tion of TESSALON inhibited reflex transmis- 
sion, when the afferent nerve was stimulated 
electrically. With this “damping” effect on 
the cough center in the medulla, TESSALON 
controls cough centrally, as well as periph- 


erally. 

Thins sputum 

TESSALON controls cough frequency without 
interfering with productivity or expectora- 
tion. In fact, sputum is usually thinner, 
easier to raise.’ 


‘Effect of TESSALON on sputum’ 
Amount Consistency 
Less | 32 patients Heavier | 3 patients 
More | 2* patients Lighter | 27 patients 
Same | 16 patients Same 20 patients 
These more 
Increases vital capacity 


Respiration usually increases both in depth 
and volume during TESSALON treatment.” In 
one study,’ patients with chronic respiratory 
disease, with and without bronchospasm, 
showed a mean increase of 19.7 per cent in 
vital capacity after a 2-week course of 
TESSALON. 

Improves exercise tolerance 

By inhibiting stretch receptor activity, and 
by increasing ‘air intake, TESSALON enables 
patients to tolerate exercise or work better, 
eliminates many paroxysms of coughing. 
Relieves dyspnea 

Farber and Wilson* note that one of the im- 
portant contributions of TESSALON to cough 
therapy is “...its action as a reliever of dysp- 
nea in some patients.” Shortness of breath, 
wheezing, weakness, “blackouts” are not 
likely to trouble the patient treated with 
TESSALON. 


Fast, prolonged action. 

The cough suppressant effect of TESSALON 
starts rapidly—usually within 15 to 20 min- 
utes. The duration of effect is prolonged— 
usually from 3 to 8 hours. 
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cure: Common cold, Bronchitis, Pneu- 
ia, Upper respiratory infection, Pleu- 
isy, Spontaneous pneumothorax, Bronchial 
rritation provoked by gases and foreign 
bodies. CHRONIC: Pulmonary emphysema, 
Bronchitis (emphysematous, asthmatic), 
Bronchial asthma, Tuberculosis, other 
thronic pulmonary diseases, Pulmonary or 
mediastinal tumors 

PROCEDURES: Bronchoscopy and bronchog- 
aphy, Thoracentesis, Thoracic surgery 


bULTS: Average dosage is one Perle (100 
g.) t.i.d. If necessary, or where cough is 


may be given. 

CHILDREN UNDER 10: One Pediatric Perle 
(50 mg.) t.i.d. is the usual dosage. 

Perles should be swallowed without 
ing, and, if necessary, with a liquid. 
Release of TESSALON from the Perle in the 
mouth produces a temporary local anesthe- 
sia of the oral mucosa. 

ide Effects 


The evidence argues for the presence 
both of conscious and unconscious de- 
terminants of parent-role performance ; 
but in spite of the long-time interest in 
this problem and the heat that has been 
generated in regard to it, no one can say 
what percentage of parent behavior, in 
what areas of child rearing, or among 
what kinds of parents, is determined by 
unconscious factors. One can ask the 
question: Is it 10 percent, 50 percent, or 
90 percent, but cannot cite any research 
data. 

We need to find out how unconscious 
determinants of the parent role are dis- 
tributed among individuals and to avoid 


either a blanket rejection of educational 
efforts on the grounds that unconscious 
feelings are all-important or the reverse 
position of ridiculing the role of the un- 
conscious. Appropriate research on this 
aspect of the causes of parent behavior 
is badly needed. 


CULTURAL VALUES 


A second assumption is that much par- 
ent behavior springs from internalized 
cultural norms. This is to say that par- 
ents perform their role on an habitual 
basis, pursuing ends that they have 
learned from the general society in which 
they live, but of which they are not fully 


on is indicated in acute and chronic 


ory, up to 6 Perles (600 mg.) daily 


ON is well tolerated. Only occasional- 


tion have been mentioned. In rare instances, 
gastrointestinal upset, constipation or seda- 
tion have been observed. No adverse effects 
on respiration, kidney or liver function tests, 
blood count or urinalysis were reported. 
§Suppli 


venience and dosage accuracy of capsule 
medication. In two strengths: 100-mg. 
Perles (yellow), for adult use; 50-mg. 
Perles (red), for children under 10. 
Samples available on request. 
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Increases vital capacity 
and ventilation. 
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aware. Efforts to change parent-role per- 
formance may run up against these de- 
terminants. These are difficult for the 
parent to recognize and moreover are 
usually deeply rooted and closely inter- 
twined with the larger culture and its 
values, which must change before the 
parent role can change. 

This raises the question of whether 
much that is alleged to be unconscious 
only appears to be so and constitutes 
rather internalized aspects of the culture, 
the latter being not actively repressed 
but simply preconscious. Though a par- 
ent may not think about such culture 
norms and values, they may be brought 
out under stimulation of educational pro- 
cedures and, once in the open, can be 
altered by education. 

For example, a study’ of the child- 
feeding practices of mothers from differ- 
ent subcultures shows a clear demarca- 
tion between mothers who are concerned 
about their child’s eating because they 
wish the child to be healthy. and those 
who are concerned because they want 
him to be large. When such mothers are 
exposed to an educational program em- 
phasizing permissive feeding, those con- 
cerned about their child’s health adopt 
permissive practices since an educator is 
able to demonstrate to them that the 
child’s self selected diet can produce 
good nutrition. The educational program 
is comparatively unsuccessful, however, 
with the mothers who wish their children 
to be large, since self selection of diet 
does not normally produce an especially 
large child. 

To teach some mothers the value of 
permissive feeding, the parent educator 
has to make clear to them the basis of 
their concern over the child’s eating and 
deal directly with their cultural values. 

One of the results of parent education 
has been a tendency of parents to be- 
come dependent on professional workers 
in child care and other family matters. 
The parent challenged as to his basic be- 
liefs about child rearing turns to the 
parent educator to provide him with a 
new set of means and ends for raising 
his children and relies upon these. If a 
parent educator seeks his own ends rather 
than those of the parent, he now has a 
willing and compliant follower. But if 
he aims to make the parent more compe- 
tent to seek his own values, he must now 
help the parent stand on his own feet 
and must work with him until he has 
consciously and independently selected his 
own new set of values. 

Parent education in this country prob- 
ably has not needed to be especially con- 
cerned about the effect of internalized 
cultural values on parent-role perform- 
ance. This is because our subcultural 
groups, with different values, are in con- 
tact with one another—a contact in- 
creased by our marked social-class and 
spatial mobility. Through this contact 
the respective values of the groups are 
challenged and each group is led to com- 
pare its values with those of others. 


INTERPERSONAL AND 
CONTROLS 


Parent education can be viewed as an 
attempt to influence and change the-role 
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of the parents. This role, like all others 
in social-interaction systems, is a set of 
regulated. ways of behaving and of pre- 
scribed ends that are consonant with the 
social system of which it is a part. The 
individual seeks to discharge his parental 
responsibilities in a way that elicits ap- 
proval from the groups to which he be- 
longs or at least avoids their censure. 
He knows the behavior prescribed for 
him and he knows the censure resulting 
from failure to conform. 

Nevertheless, much parent education 
seems to operate almost as if the parent 
existed in a social vacuum, instead of be- 
ing imbedded in a social situation involv- 
ing the other parent, relatives, and the 
community, all concerned about how he 
behaves. Other members of society have 
the legitimate authority to exercise con- 
trol over parents’ role performance so as 
to make certain that the values prescribed 
for the role are sought and the appro- 
priate means used. The omnipresent 
other spouse, the close relative such as 
the parent’s parent, not to speak of other 
relatives and neighbors, have a right to 
try to influence the parent also. 

A closely related problem involves the 
issue of who in the family has the re- 
sponsibility for making decisions about 
child-care practices in specific areas. 
This is seen clearly with respect to the 
allocation of the decision-making power 
between a mother and father in a family 


where responsibility for certain kinds of 
decisions is customarily given to one 
spouse. It thus follows that a parent- 
education program may seek to influence 
one parent, usually the mother, with re- 
gard to aims or means to be sought or 
used in some child-care area, whereas in 
fact it is the socially given responsibility 
of the other parent to determine the 
practice in this area. Any attempt by 
one parent, whether under the influence 
of a parent-education program or not, to 
usurp the decison-making power that 
custom gives to the other is apt to be 
viewed by the other as an intrusion and 
so resisted. 

The father may be the more appro- 
priate person to make decisions involving 
discipline or the handling of money; in 
other areas it may be the mother. More- 
over, since allocation of decision author- 
ity within a family almost certainly varies 
with social class and cultural background, 
specification of the program’s clientele 
seems desirable. 

The failure of almost all parent-educa- 
tion programs to assess the social setting 
into which they introduce their educa- 
tional materials, the failure to recognize 
that mothers have husbands, mothers, 
and neighbors, is lamentable since the re- 
sult of such failure may be friction, re- 
sentment, and hostility between husband 
and wife, usually to the detriment of the 
child. The model of parent behavior un- 


derlying the educational program must 
recognize that although the parent may 
seek new values he must obtain approyal 
of other persons before he can adopt 
them. 


GROUP STRUCTURAL DETERMINANTS 


In recent years there has been a rapid 
growth of sociological research on small 
groups,” dealing with the effects upon be- 
havior of group size, of heterogeneity, of 
type of leadership, of patterns of com- 
munication, and of other characteristics, 
The family is a small social group, and 
many of the results of research on small 
groups other than the family may be 
found to apply also to the family and in 
this sense to be pertinent to the question 
of causes of parent behavior. 

Though we now know little about the 
way in which such structural character- 
istics as group size may determine parent 
behavior, this property is discussed here 
to show why it seems pertinent to par- 
ent-education planning and why further 
research on such structural determinants 
of family interaction seems of funda- 
mental importance. Since group size in- 
fluences interaction between group mem- 
bers, parent-role performance may be in 
part determined by family size. 

Research has demonstrated two cor- 
relates of group size that seem to have 
implications for parent behavior. First, 
several years ago Mills reported a study’* 


A-164 


“Dieting doesn't 
make me the least 
bit fidgety!” 


Journat A.O.A. 


: 


of three-person ad hoc problem-solving 
groups, showing that the groups split up 
into units of two and one, with the iso- 
lated member being spoken to less and 
contributing less to the conversation, and 
the two members in the coalition inter- 
acting much more heavily. Research in 
progress on groups of other sizes shows 
that in four-person groups a unit pattern 
of two and two usually develops, and no 
member is isolated. 

These same patterns may not emerge, 
it is true, in only-child and two-child 
families. Indeed, in research’ on three- 
person families composed of mother, fa- 
ther, and a son about 12 years old, the 
development of two-and-one coalitions 
occurred but was unstable; that is, posi- 
tions in and out of the coalition tended 
to rotate among the family members. 
This argues that cultural norms govern- 
ing interaction in the family proscribe 
the continuing isolation of any member 
of the family, and that parents and child, 
actively though not necessarily conscious- 
ly, try to avoid any permanent teaming 
up of one set of members against an- 
other. 

Recommendations to parents on how to 
rear their children, from parent educa- 
tors or others, may suggest or demand 
that the parent treat his child in a way 
that conflicts with the pressures of the 
group structure. The parent’s success 
may be limited, struggling as he is 
against powerful determinants deriving 


from group structure. It is questionable 
whether it is even good policy to try to 
set people in opposition to the force of 
group structure. 

As a second example, we refer to re- 
search” on the rates of participation in 
discussion by members of college classes 
of sizes varying up to 12. Analysis of 
the data plots the relation between the 
order of group members in participation 
(who participates most, next most, and 
so on) and the actual frequency of par- 
ticipation in terms of total number of 
actions. The relation between these two 
variables shows up as a curve, with the 


highest participating member talking: 


twice as much as the next ranking mem- 
ber, who in turn talks a third more than 
the next rank, and so on. As group size 
increases, the tail of the curve extends 
further so that in groups of 6, 7, and up 
those members low in order of participa- 
tion talk very little indeed. The ranks 
are stable across group meetings, as is 
the relationship to each other. 

One would suppose that the rank posi- 
tions of participation are the expression 
of personality characteristics of the 
group members—extroversion, need for 
affiliation, and the like. However, in a 
critical test" of this hypothesis the earlier 
results with ad hoc groups were dupli- 
cated and the groups were reconstituted 
so that new groups were composed of 
the highest-participating members from 
the previous groups on the one hand, and 


the lowest-participating members on the 
other. In reconstituted groups the dis- 
tribution of participation showed the 
same exponential pattern as it did in the 
first group. This argues effectively for 
the determining influence of group struc- 
ture on individual participation rather 
than of personalities. 


INTRAFAMILY PARTICIPATION 


The same pattern of participation prob- 
ably occurs in the family, around the 
dinner table or during an evening in the 
living room. Thus different members of 
the family would fall into different ranks 
of participation. Hence both parent and 
child are exposed by virtue of this 
group-structure determinant to continu- 
ing and systematic differences in their 
interaction in the family. As family size 
increases, the members who participate 
least assume a position in which their 
participation becomes very little. 

The normative regulation of family in- 
teraction has its counterpart in partici- 
pation also. Probably parents seek to 
equalize the participation of children in 
family matters and thus prevent develop- 
ment of a pattern in which one child 
participates greatly and another becomes 
withdrawn. The difficulty of preventing 
this must increase as family size in- 
creases, and it may be that in four- or 
five-child families it is impossible. 

Other findings of probable pertinence 
include those showing that members in 
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groups of an even-numbered size are 
more antagonistic than those in an odd- 
numbered size, and that both tolerance 
of deviation and lower levels of tension 
in interaction accompany increasing group 
size. 

In sum, parent-education programs 
may be asking parents to behave in ways 
that are extremely difficult, perhaps im- 
possible, because they are at cross pur- 
poses with the determinants of parent 
behavior inherent in the group structure. 


ECOLOGICAL AND PHYSICAL FACTORS 


Parent educators vary considerably in 
their understanding of ecological aspects 
of the parent’s role. On the one hand 
the written materials of the Children’s 
Bureau, U. S. Department of Health, 
Education, and Welfare, avoid making 
recommendations with which physical or 
ecological factors would interfere. On 
the other hand some works show little 
sensitivity to the trials of the average 
parent, as in the Gesell and Ilg descrip- 
tions of the typical behavior days of chil- 
dren at given ages.” 

As there is apparently no research re- 
lating the parent’s physical environment 
to his child-rearing practices, we can 
only speculate on ways in which ecologi- 
cal factors are important. A few exam- 
ples of the way in which such factors 
may influence the parent point to the 


need for greater understanding of this 
relation. 

Consider the effects of poverty upon a 
home where the absence of labor-saving 
devices, of assistance in child care in the 
form of babysitters or other persons, and 
of adequate medical care, plus the de- 
pressing nature of the surroundings, may 
make it hard indeed to be cheerful, to be 
resourceful and creative in child rearing, 
and to give deliberate attention to the 
parental! role. 


Consider also the fact that in this 
country nearly 7 million women with 
children under 18 are in the labor force. 
The mother’s working has consequence 
of several kinds for her family role. In 
such a family the older children are fre- 
quently pressed into service to act as 
parent substitutes. The working mother 
who sees her children for only a short 
time during the day must compress into 
this period all the nurturance and dis- 
cipline that other mothers distribute 
throughout the day. 

Note the various effects of physical 
crowding caused by restricted housing 
space—the increased frequency of physi- 
cal exposure between brother and sister, 
between parents and children; of over- 
stimulation between family members, 
which may lead to attrition in the emo- 
tional equanimity of the mother. In such 
conditions a mother may find it very 


difficult to maintain the level of ac- 
ceptance and supportiveness for her chil- 
dren held by a mother who can with- 
draw and so regenerate her emotional 
resources. 

Such examples suggest the need for 
further research to differentiate parents 
and methods of parent education in rela- 
tion to the child-care practices that fam- 
ily environment permits. 


CONCLUSION 


The applicability of the basic parent- 
education assumption that the parent is 
autonomous and deliberately and con- 
sciously selects his ends and means in 
child rearing probably varies. It may 
apply more to training youngsters to use 
money than in training them to control 
sexual motivation or aggression. More- 
over, the applicability probably also va- 
ries with the individual, since parents 
differ in the degree to which their be- 
havior has these conscious volitional, and 
rational aspects. Certainly much research 
is needed in this respect to clarify fur- 
ther the validity of parent-education as- 
sumptions. 

Recognition of the many contributing 
causes of parent behavior leads to closer 
examination of the limitations of parent 
education. This is valuable in helping to 
avoid educational efforts that not only 
hold no promise of success, but which if 
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pushed in opposition to the influences of 
other determinants of parent behavior 
can result only in frustration on the 
part of educator and parent alike. 
Recognition of the various causes of 
parent behavior leads also to an appre- 
ciation of the value of the programs that 
stem from these rather different concep- 
tions of man. Thus, one can recognize 
that where some aspect of parent be- 
havior arises from unconscious and re- 
pressed motives the means of change 
involve therapeutic procedures. One un- 
derstands that when change is asked of 
a mother in an area where the husband 
has authority that the change also “will 
involve efforts to change his beliefs. 
Where factors in the physical environ- 
ment impede changes in child-rearing 
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practices the program emphasis may have 
to be on environmental manipulation. 
Thus it is useless to raise the question 
of which kind of program—educational, 
therapeutic, eugenic, or environmental 
manipulation—is the “right” program. 
All programs may proceed from valid 
assumptions. The adequacy of such as- 
sumptions, however, and hence the pro- 
gram, varies according to the individual 
client, the area of role performance in- 
volved, and other characteristics. There- 
fore it is impossible to discuss questions 
of which therapy or education or other 
programs are better than others without 
reference to the programs’ application in 
a specific situation. It would seem, too, 
that certain kinds of parent behavior 
that may produce troubles for the child 


cannot be dealt with successfully by sin- 
gle measures, but require instead a ful]. 
scale attack. For example, certain as- 
pects of parent behavior involved in the 
production of mental illness in a child 
may stem from many causes and hence 
may require not only therapeutic proce- 
dures for the parent, education, or rais- 
ing the family’s economic level, but all 
of these and others besides for the 
achievement of change. 


References 


1. Eissler, Ruth S., et al. fofere : The 
ychoanalytic study of the child, Vols. 1-10, 
nternational Universities Press, New York, 
1946-1955. 

2. Sears, Robert R.; Maccoby, Eleanor E,; 
Levin, Harry: Patterns of child rearing. Row, 
Peterson & Co., White Plains, New York, 1957, 

3. Spock, Benjamin: Values and limits of 
parent education. Jn Communications in par- 
ent education, proceedings of the ninth annual 
institute for workers in parent education. The 
og Study Association of America, New York, 
1 


4. Kelly, E. Lowell: Consistency of the adult 
personality. American Psychologist, November 


5. Sanford, Nevitt (issue editor): Person- 
ality gory during the college years. 
Journal of Social Issues, Vol. 12, No. 4, 1956. 

6. Brim, Orville G., Jr.: The acceptance of 
new behavior in child rearing. Human Rela- 
tions, November 1954. 

7. Hare, A. Paul; Borgatta, Edgar F.; Bales, 
Robert F.: Small groups: Studies in social 
interaction. Alfred A. panet New York, 1955. 

8. Mills, Theodore M.: The coalition pattern 
in three person groups. American Sociological 
Review, December 1954. 

9. Strodtbeck, Fred L.: The family as a 
three-person group. American Sociological Re- 
view, February 1954. 

10. Stephan, Frederick F.; Mishler, Elliot 
G.: The distribution of participation in small 
groups: An exponential Ameri- 
can Sociological Review, October 1952. 

11. Borgatta, Edgar F.; Bales, Robert F.: 
Interaction of individuals in reconstituted 
groups. Sociometry, November 1953. 

12. Gesell, Arnold; Ilg, Frances L.: Infant 
and child in the culture of today: The guid- 
ance of development in home and nursery 
school. Harper & Bros., New York, 1943. 


Family life 
in a changing 


world* 


Gunnar Dybwad, J. D. 
Executive Director, National Association 
for Retarded Children 


In recent years the family has become 
the subject of much controversy. Certain 
sociologists have for the past several 
decades been writing it off as a doomed 
institution, while others regard it as the 
bulwark around which human existence 
can forever reorient itself for new tasks 
and challenges. What actually is happen- 
ing to family life and parent-child rela- 
tionships in this churning cauldron of 
change that is the world today? 

No one can have enough information 

*Reprinted from Children, January-February 


1959. Based on a paper presented at the World 
Child Welfare Congress, Brussels, July 1958. 
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to assess the conditions of family life in 
all the world today. But it is possible to 
sketch broadly some of the implications 
of those two complementary trends, in- 
dustrialization and urbanization, on the 
family as an institution, on its members, 
and finally on its supporting services. 


Two years ago the Eighth Internation- 
al Conference of Social Work devoted 
its entire time to a consideration of in- 
dustrialization. Perhaps the broadest and 
most significant finding of that interna- 
tional gathering was the realization that 
industrialization was moving ahead stead- 
ily and relentlessly, leaving no part of 
the globe untouched." 


Wherever industrialization develops, it 
inevitably deeply influences existing fam- 
ily life. For one thing, it rearranges 
time-honored work processes: what was 
once hard labor requiring the efforts of 
several men becomes an easy operation 
that even a child can handle. What once 
had to be obtained far away from the 
home now is available in the home. Con- 
versely, work that formerly was done in 
the home now is performed a long dis- 
tance away, sometimes requiring separa- 
tion of the family, or, in other instances, 
is done at home in a new type of sweat- 
shop which requires members of a fam- 
ily to work in shifts around the clock. 


URBANIZATION 


Urbanization invariably follows indus- 
trialization. A United Nations conference 
on the mental-health aspects of urbaniza- 
tion, sponsored by the World Federation 
for Mental Health in 1957, noted a se- 
quence of “industrialization—urbanization 
—mental-health problems,” the last being 
largely related to the family and its 
functioning in a new social situation. 


There, too, it was reported that a very 
frequent, though not universal, aspect of 
urbanization was the disappearance of 
the large extended family in favor of 
the small, nuclear family of parents and 
children, a family more vulnerable to 
emergencies, and generally lacking the 
framework for a close relationship be- 
tween the generations.’ This change from 
the extended to the nuclear family has 
accentuated the worldwide housing short- 
age.” 

Moreover, there is today in many parts 
of the world no longer any clear-cut line 
of demarcation between urban and rural 
areas: in addition to a vast increase of 
suburban localities independent of the 
cities they adjoin, there are large de- 
velopments in rural areas which have at 
least some distinctly urban character- 
istics. While these developments proceed 
differently in different places, the predic- 
tion is that within four decades, one 
quarter of all the people of the world 
will live in cities of 100,000 people or 
more.* 

The task ahead is clear. This is to find 
ways of developing industrialization and 
urbanization that will strengthen rather 
than weaken family life—to channel the 
new forces to safeguard essential cul- 
tural aspects of the peoples affected. This 
presupposes a realistic facing of the fu- 
ture rather than an attempt to stop. the 
clock. 
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‘Ete SSeS | trative and technical employees of large 
corporations especially have been fe- 
quired to move their families from 
| Place 


per income groups tend to stay on the 
land they own. In the United States, on 
the other hand, in recent years adminis- 


to place. 


Sees Sse All these developments have brought 
SS es Se to families feelings of confusion and in- 
ity. As old cultural 
Fae SSCS security. As old cultural patterns prove 
inadequate to modern needs, as migra- 
Sse tion brings families in contact with new 
SS Se ae customs and ways of life, as the greater 
flexibility of youn ople allows chil- 
dren to adjust to new situations more 
= ad : : 
ticipated in these Sse = hs eee speedily than their elders, parents become 
partictpat puzzled and bewildered. Through news- 
a papers, picture journals, films, radio, and 
new extensive studies a television, children pick up quickly, if 


Ssetes somewhat superficially, more general in- 

formation than individuals in former 
generations could gather in a lifetime. 
Perhaps the factor making the greatest 
impact on family life today is the sheer 
pace of technical progress. Until a few 
decades ago, the ever-changing ways of 
living proceeded slowly enough to permit 
a gradual transition from one generation 
to the next. Parents could form a fairly 
accurate picture of the circumstances 
under which their children would live 
and could guide them accordingly. To- 
day parents find increasing difficulties in 
adjusting to the fact that the younger 
generation often has knowledge, skills, 
and global orientations which they the 
parents do not adequately comprehend. 
Still somehow aware of their age-old 
role as bearers of cultural traditions, 
they feel a growing uncertainty as to 
‘gh how far they can impose their own stand- 
ss ards on children who are destined to live 
in a world they cannot visualize.* 

This does not mean that parents have 
abdicated their responsibilities. Undoubt- 
edly, most parents still are as concerned 
as ever with their children’s welfare, but 
they wonder how they can lead when 
they sense so much of their own need 
for direction. Industrialization and ur- 
banization are less threatening to the 
family as an institution than to the tra- 
ditional structure within the family. In 
some instances this has led to exaggerat- 
ed exhortations to parents to reinstitute 
authoritarian patterns of family hierarchy 
and family discipline. 
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INDIVIDUALS AND ROLES 


In considering the effects of indus- 
trialization and urbanization on the fam- 
ily’s members, one must be ever mindful 


MIGRATION 


An inevitable by-product of industriali- 
zation and urbanization is migration. Just 
as the last of the nomadic peoples begin 
to develop permanent settlements, the 
rest of mankind seems bent on moving 
about in search of greater economic re- 
wards. This brings the family the disad- 
vantage of “uprootedness,” the danger of 
being “lost” in a new location, the sep- 
aration from cultural traditions and their 
inherent moral support. 

Another disturbing result of movement 
is the absentee father, whose work takes 
him away from his family for weeks or 
months at a time, or for so many hours 
during the week that he becomes merely 

“an overnight boarder” in his own home. 
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Of course, this phenomenon is not entire- 
ly new but it has never been considered 
a constructive one for the family, and it 
is becoming more and more common. 
Julia Henderson has pointed out that this 
calls for concern about the father’s ex- 
istence as well as the family’s he leaves 
behind: If the separation is one that 
extends over weeks and months then a 
new problem may arise from sexual re- 
lationships he may form at his place of 
work, resulting in additional “family” 
responsibilities.” 

Problems of migration affect all in- 
come groups. In India, for instance, 
mobility is particularly prevalent among 
the lower economic groups in their search 
for better jobs and wages, while the up- 


of the need for social policies to focus 
on serving and improving conditions for 
the family group as a whole. In the 
past some of us have concentrated too 
much on what we thought was helpful 
to the child and not enough on what was 
appropriate to the child as a member of 
his family. As a matter of fact even 
this focus is not broad enough, for we 
must also think in a larger dimension 
of the family’s place in the community. 

Nevertheless, it is also important to 
look at family structure in terms of in- 
trafamily relationships—parent-child, hus- 
band-wife, brother-sister—and of the 
parent or the child as an individual in 


his own right. 
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It is the individual who can and must 
make the most important contribution to- 
ward the improvement of social condi- 
tions. 

The emphasis on the individual as a 
human being in his own right as well as 
a member of the family unit seems par- 
ticularly important in this day of mass 
movements, mass housing, mass media 
of communication, mass employment, and 
mass education. Indeed, with the rapid 
increase in urbanization we should ex- 
pect a greater emphasis on the individual 
since one of the strange contradictions 
about urban development is that while, 
on the one hand, it submerges the indi- 
vidual and his family in a mass, it at the 
same time affords each person a greater 
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opportunity to establish social status 
away from his family. 

This calls for consideration of the con- 
cept of role, developed by the sociolo- 
gists. According to this concept, each 
individual can be regarded as holding a 
status to which are attached certain 
rights and duties. As he puts these into 
effect he performs his “role.” In this 
area of role performance considerable 
controversy exists regarding present-day 
practices in family life and parent-child 
relationships. The focus of this contro- 
versy is on the question as to whether 
recent developments have tended to blur 
the appropriate roles of the male and 
female members of the family, thus en- 
dangering the effectiveness of parent- 


child relationships by creating confusion 
in the mind of the child and of the par- 
ent as well. 

The psychoanalyst Bruno Bettelheim 
has developed this thesis in an article 
entitled “Fathers Shouldn’t Try To Be 
Mothers.”*® But then the question arises: 
what does a father do and what does a 
mother do? For some people the answer 
is easy: the father acts out and thereby 
interprets the role of a male; the moth- 
er, the role of the female. Yet, this pro- 
vokes the further query: what is male 
and what is female? 

Many attempts have been made to an- 
swer this most basic question. Morris 
Zelditch, Jr." for instance, presents a 
thesis which can be summarized thus: 
In the social system that evolves within 
the nuclear family two basic roles can be 
differentiated, instrumental leadership and 
expressive leadership. Instrumental lead- 
ership, which involves primarily a ma- 
nipulation of the external environment 
and consequently a good deal of physical 
mobility, is performed by the father, 
while the expressive leader is the moth- 
er, the family’s source of security and 
comfort. 


That there are universal aspects of 
male and female roles is an unassailable 
contention of contemporary anthropologi- 
cal research. However, the problem is 
how far beyond the obviously physiologi- 
cal factors there is any sure ground for 
claiming basic and universal character- 
istics. Still more pertinent, however, is 
the question: To what extent is so de- 
finitive an assignment of general roles to 
the male and female really feasible? 
Does not science’s growing knowledge 
about other aspects of the human being 
indicate that such clear lines of demar- 
cation as once were drawn, for instance, 
between physiological and psychological 
aspects are becoming less and less dis- 
tinguishable ? 

We should be greatly concerned over 
the far-fetched conclusions which have 
been drawn from the basic differences 
between the sexes in regard to the appro- 
priate role of men and women, and more 
specifically, fathers ‘and mothers. We 
must face this question squarely and 
find an orientation which seems appro- 
priate to our era, or else we will not be 
in a position to plan intelligently for our 
children and their families and to de- 
velop the supporting services they need. 


CHANGING ROLE FUNCTIONS 


The first way in which many critics of 
new family developments see violence 
being done to basic laws of nature is 
through the work activities of men and 
women in and about the home. They see 
life as it was when the man protected 
the family from enemies and _ hostile 
beasts, went out hunting, and plowed the 
ground, while the woman stayed at home 
nursing the baby, weaving and sewing, 
and taking care of their abode. For in- 
stance, a distinguished psychiatrist has 
maintained that it is important for boys 
to learn that man’s role is “to aggres- 
sively defend the home.”* 

Actually, of course, industrialization 
and urbanization frequently remove the 
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man far from the home, leaving the 
woman or the organized authorities to 
defend it. Men no longer need to carry 
arms in countries where industrialization 
has taken hold. Today physical strength 
and endurance are measured in many 
ways. In the United States, statistics 
show that there the women are the 
stronger sex, if longevity is a criterion. 
Moreover, many women are physically 
more active around the house and do 
more walking and lifting than their hus- 
bands do in the office or at a machine in 
the factory. 


What about the other function of the 
male, as provider, supplier, or wage 
earner? Certainly all over the world men 
are still predominantly fulfilling these 
functions. However, today they are not 
alone in this. Increasingly women, too, 
are breadwinners, at least for certain 
periods of their lives. As industrializa- 
tion and mechanization progress, specific 
jobs which were formerly the preroga- 
tive and indeed one of the distinctions of 
a man are now held competently and 
comfortably by women as well. Work 
outside the home is no longer a distin- 
guishing characteristic of the male. 


Actually, one of the consequences of 
industrialization and the breakdown of 
the extended family system is that many 
women are forced to work outside the 
home just to provide a minimum means 
of subsistence for the family. However, 
as urbanization and mechanization pro- 
gress many women take a job because 
they seek a fuller life outside the home 
or because they want to earn money to 
buy some of the mechanical household 
equipment which industrialization brings 
to them. Whether or not a mother 
should work outside the home is a mat- 
ter of judgment which does not fit into 
this particular discussion of male and 
female roles. 


The third characteristic of the male 
role as conceived by some sociologists 
is of the male as the manipulator of the 
outside world, the person who partici- 
pates in public affairs, who represents 
the family group outside the home. That 
this is likewise a distinction which is 
losing its validity is amply attested by 
the tremendous contributions women all 
over the world are making to the im- 
provement of public life and community 
services. 


It is important in considering the ef- 
fect, up to now, of industrialization and 
related socioeconomic changes in the 
family and in contemplating future sup- 
portive steps on behalf of the family to 
question seriously those who insist on 
the maintenance of traditional general 
patterns of male and female functioning. 
On the one hand, we should be ready to 
accept the fact that the radical changes 
of industrialization, urbanization, and 
mechanization will at the same time limit 
and broaden the activity base of both 
men and women, On the other hand, we 
should be mindful that social and eco- 
nomic progress, well-directed, can bring 
forth increasing opportunity for individ- 
ual expression. It need not be a sign of 
decay that the concepts of sex roles are 
less distinct. To the contrary, this should 
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provide broader opportunities for the 
men and women in the family group to 
unfold their individual human potentiali- 
ties. 

Those of us concerned with the wel- 
fare of children should be more and 
more concerned with the increasing prob- 
lems young people face as they contem- 
plate marriage today. Marriage, of 
course, has always been a serious under- 
taking, but in former days the support 
of the large extended family group, the 
continuing counsel of mother and moth- 
er-in-law, the example of other young 
couples, and finally the existence of 
clear-cut patterns of conduct and activi- 
ties expected of men and women pro- 
vided guidance and helping hands for 


the young couple, In the industrialized 
and‘ urbanized society however, which 
moves away from rigid role patterns and 
at the same time separates the young 
couple from the larger family group, 
more demands are made on bride and 


Therefore, it is a cause for concern 
that at a time when child marriages are 
on the wane in Eastern countries, in 
certain highly industrialized Western 
countries they are being contracted at an 
increasingly younger age. 


TODAY’S NEW FAMILIES 


Furthermore, “romantic love” as a 
basis for marriage is spreading through- 
out the world. This derives from greater 


A-173 


\ 
f 
310n 
icle 
es: 
by 
th- ; 
ale 
in- 
ris 
j 
in 
id 
nt 
d 
f 
{ 
e Ge 
| 
| x 
| 
: 


“Antacid? Rorer’s Maaloz. It doesn’t constipate and patients like its taste better 
.. . By the way, try their new double strength Tablet Maalox No. 2. It’s great!” 


MaaLox@® an efficient antacid suspension of mag 


offered in bottles of 12 fluidounces. 


TaBLetT,MAALox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 
TasLet MAALox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 


fuls), Bottles of 50 and 250. 
Samples on request. 


WriiaM H. Rorer, Inc., Philadelphia 44, Pennsylvania 


lumi hydroxide gel 


independence of young men and women 
from their families and more informality 
or lack of ceremonial custom in choosing 
the marriage partner. The corollary of 
this independence is increasing separa- 
tion or even actual isolation of the new 
young family from either or both of 
the parent families. 

Western countries, in particular, have 
been experiencing increases in divorce 
rates. This would seem to call for more 
attention and service at the point of en- 
gagement and marriage to help the de- 
veloping new patterns become channeled 
in constructive lines. Unfortunately, 
there are too few opportunities where 
young people about to be married can 
get this type of counseling. Of course 
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the development of maturity should be 
nurtured long before the point of mar- 
riage, all through the days of education 
at home and at school. 

With all their problems most young 
couples today, as always, eventually as- 
sume parental responsibility. Here again 
professional controversy has arisen as to 
proper roles. There is a thesis that early 
child development involves a “symbiosis,” 
a physiological as well as psychological 
living together of the mother and her 
infant child for many months after birth, 
centering on the mother’s nursing of the 
child; and that in this relationship the 
father can only be an intruder. Some 
distinguished authorities go so far as 
to say that during his first 6 months, or 


even his first 2 years, a child should be 
in the exclusive care of his mother’ 

This viewpoint gained considerable 
strength about 10 years ago after some 
reports on the relationship between 
mothers and infants in certain primitive 
societies were published. However, Mar- 
garet Mead, one of the foremost stu- 
dents of primitive culture, insists that 
insights gained from studies of primitive 
people must be applied in forms appro- 
priate for modern industrial society and 
warns against taking as a model for our 
current urban society the primitive 
mother who delivers without help and 
breast feeds easily. She warns against 
allowing overemphasis on the ancient 
biological responses of lactation to ob- 
scure the appropriate tasks of the 20th- 
century parents. Experience in some 
eastern societies, she reports, has shown 
that this close and exclusive tie between 
mother and infant results not only in a 
comfortable sense of security, but also in 
a fear of, and inability to meet, strangers 
—a response appropriate in a past cul- 
ture, but no longer appropriate today.” 

There is of course a most meaningful 
relationship between the mother and her 
infant child, but it seems likely that in- 
stead of losing its value, it is actually 
enhanced when it includes others, par- 
ticularly the father and other children 
in the family. 


Infant care has been the subject of 
controversy in another direction also. 
Some critics hold that it is an effeminate 
affectation for fathers to become in- 
volved in the physical care of their in- 
fants, helping to clean them, feed them, 
and put them to sleep. They see in such 
fathers a particularly serious confusion 
of role conduct which will result in re- 
tarding or preventing the infant’s image 
of the father as the strong, aggressive 
leader, and thereby interfere with the 
development of a sound family structure. 


The research available in the area of 
infant care is overwhelmingly based on 
investigations of mother-child relation- 
ship. However, it should be stressed that 
we have at least the beginnings of re- 
search on the effect of father deprivation 
on infants, and that these preliminary 
results would support the thesis that in- 
fants need contact with their fathers as 
well as with their mothers. 

Here again it is important to empha- 
size the necessity of recognizing individ- 
ual differences. Not all fathers find 
pleasure in. taking care of the physical 
needs of their infants: but neither do all 
mothers find pleasure in such tasks, 
though the great majority do, no doubt. 
No one suggests that all fathers should 
take turns with their wives in caring 
for infant children, but certainly more 
good than harm seems likely to result 
from tangible, direct relationship be- 
tween infant and father from the very 


’ beginning of the child’s life. Indeed, in 


some countries efforts are made to help 
the expectant father to understand the 
process of pregnancy so that this will be 
a period of sharing with his wife rather 
than a period of increasing separation. 
Undoubtedly, many people will have dif- 
ficulty in accepting this view, because 
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for too long we have allowed the lives 
of individuals as well as nations to be 
governed by principles of an authori- 
tarianism which depended on the father 
figure as its particular symbol. 


NEW PATTERNS NEEDED 


Authoritarianism still manifests itself 
in patterns of family life in most countries 
of the world, including the United 
States. This fact should. force persons 
in child-welfare work to move beyond 
their own particular functions into the 
market place of public opinion to share 
their knowledge and insights with others. 
Time is running out on us. What kind 
of concept do we want our children to 
have of man’s family and the family of 
man? 
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Ten years ago, Brock Chisholm said: 

It is quite clear that we must learn to 
live in peace with each other throughout 
the world. If we do not do so, there is 
little prospect that our children will fin- 
ish their lives according to the statistical 
probabilities on which the life insurance 
companies depend... . 

It is well worth our while to look at 
the way we were brought up, the way 
we were developed, and hope to find out 


what is wrong with us so that we may: 


prevent our children from assuming 
those same patterns. 

There are enormous numbers of 
adults in the world who lack security, 
who have lacked security from infancy, 
and because of that lack of security are 
available as followers specifically of 


those people who have excessive needs 
for power . . . . It becomes clear that 
the first necessity is to produce a degree 
of security in small children that wil 
make it unnecessary for them to search 
for security in peculiar and unworkable 
ways when they become adults.” 


To this ringing appeal has come a re- 
cent echo from India through Many 
Meta Desai, professor of social work at 
the Tata Institute in Bombay, who 
writes : 

The major responsibilities of Indian 
parents today therefore lie not in helping 
their children to accept and follow tradi- 
tional ways and standards but to help 
them evolve a new synthesis between the 
old and the new, with a minimum of 
strain and a maximum of ease, as well 
as to impart in them a sense of loyalty 
and responsibility to groups and peoples 
far beyond the limits of their narrow 
family caste and community life.” 

First we must emphasize the impor- 
tance of developing in the child a sense 
of human dignity and worth. This of 
course can only be a reflection of the 
human dignity the child sees in his 
father and mother. An infant gets his 
feeling of security from the affectionate 
and tender care of his parents—not from 
a realization that father is a person of 
authority and strength, who can mili- 
tantly defend the home. 

Next, we must avoid passing on to 
children all the prejudices, choices, and 
cherished biases by which adults subtly 
lead children to discriminate against 
others because they are poor, or have a 
different shade of skin, or worship in a 
different temple, or happen to be physi- 
cally or mentally handicapped in some 
way. And that means that we must help 
our children early in life to meet with 
others beyond the family circle, in play 
groups or nurseries where there are not 
just those who are alike, but also others 
who are different. 


CONFLICT IN GENERATIONS 


Of course there will always be some 
conflict between generations. Age differ- 
ences make this as natural as the fric- 
tion in moving parts of a machine. But 
there is more than that to the conflict 
between the generations today. Young 
people are deeply confused by the in- 
consistencies and insincerity of their 
elders. We push them ahead in adoles- 
cence, yet hold them back as they reach 
the threshold of adulthood. We surround _ 


‘them as children with sexual stimulation 


in sound, print, and picture, yet try to 
impose on them’ rigid taboos against 
sexual behavior in their adolescence. We 
open vistas of a technological wonder- 
world of the future, and at the same 
time seem to be racing down the road 
toward world destruction. We are quick 
to complain when young people cannot 
get along in the new-fashioned world, 
but show our own limitations by recom- © 
mending “old-fashioned discipline” for 
their problems. 


SUGGESTIONS FOR SERVICES 


What are some of the ways of 
strengthening family life for bridging 
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the gap between the past and the future 
successfully ? 


First, we must always be mindful that 
millions of children in this world still 
do not have enough to eat.” While we 
are considering the psychological needs 
of children, we must never for one 
minute forget the urgency of the world’s 
hungry children. Their needs must be 
met through emergency aid and far- 
sighted economic planning. 


Second, parent education must become 
a wider concern. Groups of parents 
meeting to learn about child care have 
been spreading rapidly in Europe and 
America for the past few years. But at 
the same time considerable opposition to 
such groups has arisen from profes- 
sional persons, some of whom are too 
impressed with their own psychothera- 
peutic skills to recognize the possibilities 
of an educational program; and some 
of whom are justifiably reacting to pro- 
grams so inferior as to be of potential 
detriment. 


However, under competent leadership 
parent education can be a most impor- 
tant tool in helping parents come to a 
better understanding of themselves and 
their children. Might it not be that in 
the past many parents responded poorly 
to child-welfare piograms because no 
effort was made to help them understand 
their children’s needs—the same needs 
which the services were trying to meet? 


Third, we should think a great deal 
more about wide-scale parent participa- 
tion in the initiation, policy formulation, 
promotion, and even administration of 
needed services. Too long, perhaps, have 
child-welfare workers looked upon the 
parents of the children in their care as 
clients rather than as coworkers. In 
recent years the parents of handicapped 
children, particularly of mentally handi- 
capped children, have brought forth in 
several countries legislation, financial 
support, and services for the handi- 
capped which not long ago few thought 
feasible and no one even dared to pre- 
dict. 

Such movements present many difficul- 
ties for professional persons, but they 
hold vast potentialities for the well-being 
of children. 


Fourth, the rapid progress of indus- 
trialization and urbanization requires a 
considerable increase in services to sup- 
port, but not supplant, the family. In 
order to meet these needs we must con- 
stantly reevaluate our services — with 
courage to discontinue the outdated, with 
imagination to invent new ones, and with 
much greater readiness to work with 
other professions than our own. 

Above all, we must make sure that we 
do not through our own organizations 
continue traditional patterns, such as 
authoritarianism or prejudice, not suit- 
able for our era. Do we in our approach 
to adolescents implicitly perpetuate such 
patterns in family life? 


Fifth, we badly need careful, large- 
scale research projects involving coun- 
tries all over the globe to assess develop- 
ments everywhere and to make sure that 
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we learn from each other. But before 
we can undertake these, we need to im- 
prove our means of communication by 
working out common terminology and 
definitions in the sciences of human be- 
havior. In order to get support for ex- 
pansion of services, we are also going to 
have to do some cost accounting to learn 
whether or not the services being ren- 
dered are truly good public investments. 

Some time ago sociologists began to 
question the sociological validity of the 
practice of some of the persons who had 
provided the psychological working hy- 
potheses on which modern social services 
are based. They pointed out that there 
often was a considerable cultural differ- 
ence between social workers and the 


clients they were trying to serve, result- 
ing in psychological misdirection and 
misinterpretations. As we who are con- 
cerned with services to families and 
children lean more heavily on the so- 
ciologists for our concepts, we might. 
look at the psychological orientation of 
our sociological collaborators, so that we 
know to what extent their counsel may 
be colored by psychological motivations. 
And certainly we must subject ourselves. 
to the same searching inquiry. If not, 
we shall certainly fail our children. 
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PYELONEPHRITIS 


“A DISEASE OF THE TUBULES” AS WELL AS THE GLOMERULI 


In pyelonephritis, “the tubules suffer from damage to 
their lining cells which show cloudy swelling, granular 
degeneration and diminution in size. Inflammatory cells 
and colloid casts are found in the lumen of the tubules. 
Inflammatory cells are present also in the interstitial 
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4 1 | a 
‘At, 
| 
A 
a) 
| 


In addition to simple glomerular 
filtration, FURADANTIN is actively 
excreted by the tubule cells. 


In the treatment of pyelonephritis, it is important to select an agent such as 
Furadantin which—in addition to its glomerular filtration—is secreted by 
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POSITIVE EVIDENCE 

THAT INCREASES 
MUSCLE STRENGTH 
AND ENDURANCE 


in less than five months, record of squeeze-bulb test shows 
repetition frequency increased from 31 to 50 consecutive times 
in left hand—much improved in right.* 


* SQUEEZE-BULB MUSCLE ENDURANCE TEST 
Patient A.W., female, age 71 


“Mediatric” therapy started at time of : Repetition frequency 
first test and continued for 442 months : (consecutive times) 
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a r | improved muscle endurance with steroid-nutritional 
therapy objectively demonstrated by physical tests 


‘Muscle strength and endurance were determined by stiff-bulb test in a 
series of older patients before and after “Mediatric” therapy. Improvement 
‘was measured by the increase in the number of times a patient could 
| squeeze the stiff bulb at a steady rhythm. Results of this test showed greatly 
snced muscle endurance after continuous “Mediatric” therapy, even in short periods of 
time.’ During this period, grip strength of these same patients was measured with a dynamom- 
eter, and joint range with a goniometer. These and other physical tests also showed 
remarkable increase in strength, endurance and coordination. 
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Proportion 
of women 

in population 
increasing* 


During the past half century the pro- 
portion of females in the population of 
the United States has been increasing 
steadily, and the outlook is that this 
trend will continue for at least another 
decade. In 1910, following a decade of 
heavy immigration—predominantly male 
—there were 943 females to every 1,000 
males in the population. Since then the 
female population has been growing more 
rapidly than the male, and by 1950 fe- 
males were in majority, numbering 1,008 
to every 1,000 males, including the Armed 
Forces overseas. This ratio is expected 
to increase to 1,029 per 1,000 by 1970 
and to remain at that level for a decade, 
according to the projections by the Bu- 
reau of the Census. 

The rise in the proportion of females 
is accounted for, in large measure, by 

*Reprinted from Statistical Bulletin, Metro- 


politan Life Insurance Company, November 
1958. 


their more favorable mortality trend, In 
1910 there were 833 deaths among fe. 
males for every 1,000 deaths among males 
in the Registration States; by 1957 the 
ratio had decreased to 763 per 1,000 
males. The figures on longevity tell a 
similar story. According to mortality 
conditions prevailing in the Registration 
States of 1910, the expectation of life 
was 48.4 years for males and 51.8 years 
for females, a difference of 3.4 years, 
For 1956, the latest year for which data 
are available, the corresponding figures 
were 66.7 and 73.0 years, a disparity of 
6.3 years. These figures relate solely to 
the experience within the United States 
and hence do not take into account deaths 
occurring in the Armed Forces overseas, 


In part, the growing numerical dom- 
inance of females reflects the change in 
sex composition of the immigrants enter- 
ing the United States. From the turn of 
the century until World War I, nearly 
70 percent of the immigrants were males, 
The proportion then decreased somewhat, 
but male immigrants were still in the 
majority during the 1920’s. Beginning 
with 1930, however, every year without 
exception has seen more females than 
males coming into the country. The pre- 
ponderance of females was particularly 
marked immediately after World War 
II, with the influx of overseas war brides 
of American servicemen. The majority 
of emigrants, on the other hand, have 
been males. During the postwar period— 
from mid-1945 through mid-1957—about 


effective as a euphoriant. ..and as an energizing agent 

against weakness, fatigue, adynamia and akinesia... 
potent action against sialorrhea, diaphoresis, oculogyria, 
and blepharospasm... also lessens rigidity and tremor... 


minimal side reactions .. . safe... even in cases compli- 


cated by glaucoma.”’- 


Pharmacia. U.S. 2,567, 35! 


Doshay, L. J., and Constable, K.: J.A.M.A. 163:1352 (Apr. 13) 1957. 


Northridge, Colifornia 
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25,600 more males than females left the 
United States. In the same period, ap- 
proximately 287,800 more females than 
males came into the country, a net gain 
of nearly 313,400 females. 

A somewhat greater number of boys 
than girls are born each year, but because 
males experience the higher mortality at 
each age, their numerical superiority is 
gradually reduced, and eventually they 
are outnumbered by the females. This 
pattern of natality and mortality accounts 
in large part for the age variations in 
the sex ratio of the current population. 
Under age 20, females are in the minor- 
ity; at 20-24 years the two sexes are 
about evenly balanced, and thereafter 
women outnumber the men. At ages 25- 
34 there were 1,026 women to every 1,000 
men in the population in 1957; at ages 
65 and over the ratio was 1,179 to 1,000. 
In the years ahead females will increase 
their numerical dominance at the older 
ages, according to Bureau of the Census 
projections. The number of females per 
1,000 males at ages 55-64 is expected to 
rise from 1,063 in 1957 to 1,136 in 1980, 
and at ages 65 and over from 1,179 to 
1,389. 


Widows increasing 
in number* 


Notwithstanding the long-term decrease 
in mortality, the number of widows in 
the United States has been mounting 
steadily. It is estimated by the Bureau 
of the Census that in March of this year 
there were 8,047,000 widows in our coun- 
try, an increase of more than one million 
since 1950 and nearly 3 times the total in 
1900. Currently, among women aged 14 
and over about one in every eight is 
widowed; at the turn of the century the 
proportion was about one in nine. 

The growing number of widows is ac- 
counted for largely by the more favor- 
able mortality trend for females than for 
males. With the marked reductions in 
mortality for both sexes, particularly at 
the younger ages, widowhood has been 
postponed to a later age, but the greater 
improvement for females has increased 
their chances of eventually becoming 
widowed. 

Currently, more than half of the wid- 
ows in the United States are 65 years of 
age or older, compared with one third at 
the turn of the century. On the other 
hand, at present only 8 percent of the 
widows are under age 45; in 1900 the 
proportion was 3 times as high. Widow- 
hood is common at every age past mid- 
life. One quarter of all women at ages 
55-64 are widowed; the proportion is 
nearly twice as high at 65-74 years, and 
3 times as high at ages 75 and over. 
While widowhood is most frequent in the 
later years, even at ages 45-54 one wom- 
an in every 10 is a widow. 

*Reprinted from Statistical Bulletin, Metro- 


politan Life Insurance Company, November 
1958, 
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When Older Patients Suffer... 
from Chronic Urinary Infections 


Urolitia 


Soothes... Burning Urination 
GLEARS...Infected Urine 


Urolitia is bacteriostatic, bactericidal, non- 
toxic, does not produce drug-fastness, pro- 
vides simple dosage, and is economical for 
long term therapy. 

Urolitia rapidly controls E. coli, S. albus, 
and S. aureus infection. Its soothing action 
is due to the prompt release of Triticum and 
Zea extractives by the kidney into the in- 
flamed bladder. 


Samples on Request 


Urolitia is especially useful for elderly patients 
with residual urine due to cystocele or enlarged 
prostate, in whom permanent sterilization of the 
urine cannot be expected. 


Urolitia—each tablespoonful contains; 


2 er. 


Ina demulcent menstruum of 

Triticum and Zea. 

Dose: 1 Tbs. in 4% cup warm water ¥% hr. a.c. and h.s. 
rease dose after second day. 

Supplied: Bottles of 10 fi. oz. 


Bor cher dt Compan Y 217 NORTH WOLCOTT AVE., CHICAGO 12, ILL. 
For 


GERIATRIC CONSTIPATION 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) 


POWDER 


IS SAFE, SURE, GENTLE 


And, here’s convincing evidence. 


“This dietary malt extract regimen was 
tried clinically in 25 selected geriatric 
patients for the relief of drug induced 
constipation. The ages of the patients 
varied from 54 to 86 years. All were re- 
ceiving some form of drug therapy (hypo- 
tensive drugs, antispasmodics, antacids, 
insulin, bile salts, sedatives or narcotics), 
and all of them had been taking laxa- 
tives (mineral oil, cathartics, bulking 
agents, or enemas) for chronic constipa- 
tion of approximately ten years’ dura- 
tion. Malt Soup Extract was prescribed 
routinely, together with the patient's 
medication. The dosage varied from 1 
tablespoonful three times daily to 2 table- 
spoonfuls twice a day. The consistency 


of the stools became soft in all patients 
and, within one week, bowel evacuations 
were accomplished with ease. Most 
patients liked the taste of the product, 
and the majority of them reported a feel- 
ing of well-being,” 
says Dr. Harry L. Hootnick in the Journal 
of the American Geriatrics Society, Vol. 
IV, No. 10, Oct. 1956. 
Borcherdt’s Malt Soup Extract Powder 
(Maltsupex) mixes instantly with milk, 
coffee, juices or water. It is mild in flavor 
and because it’s a food supplement and 
not a drug it can be given with complete 
safety over a long period of time. (Dia- 
betics should allow for the carbohydrate 
content.) There are no side effects. 
Available in both powder and liquid 
form in 8 oz. and 16 oz. bottles. 


We will be glad to send you 
clinical samples of powder and (or) liquid. 


Borcherdt Company there compony 
| 217 No. Wolcott Ave., Chicago 12, Ill. | 
217 North Wolcott Avenue, | Gentlemen: Please send samples and literature | 
Chicago 12, Illinois of your Malt Soup Extract (MALTSUPEX) | 
In Canada: Chemo Drug Co., | Powder [1] liquid 0 | 
Ltd., Toronto, Ont. Mo. 
* | ada 

Serving the Medical Profession 
SINCE 1868 
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YESTERDAY, A COUGH SPOILED HIS DRAWING 
TODAY HIS COUGH IS UNDER CONTROL 


BENYLI 


EXPECTORANT 


® BENYLIN EXPECTORANT contains in each 


fluidounce: 
Benadry]® hydrochloride 
(diphenhydramine hydrochloride, 
Ammonium chloride ................. 12 gr. 


supplied: BENYLIN EXPECTORANT is avail- 
able in 16-ounce and 1-gallon bottles. 

By * PARKE, DAVIS & COMPANY 
be *» DETROIT 32, MICHIGAN 


69959 


Health 


an osteopathic publication 


Written especially for the layman, 
HEALTH has proved to be an excellent 
public relations item. Used in your of- 
fice or sent to friends, HEALTH shows 
the true scope and interests of the osteo- 
pathic profession. 


Order Blank 

Delivered to Annual Single 

Your Office Contract Order 
1 to 5 copies 10c each 15c each 
6 to 200 copies 9c each 10c each 
200 or more 8c each 9c each 
Mailed Direct 

to List 
1 to 5 copies 13c each 15¢ each 
6 to 200 copies llc each 12c each 
200 or more 10c each lle each 


Special School and Library Rate: $1.00 for each Annual Subscrip- 


tion (10 issues). 


American Osteopathic Association ; 
212 E. Ohio St., Chicago Ill. 


Check Service Wanted: 

Contract, Start with..............issue 
Single Issue................ (issue) 
“a Deliver in Bulk 


Mailing Envelopes Free. Shipping charges paid in United States and 
Canada only. Foreign postage is additional. 
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NASAL DECONGESTANT 
ANTI-INFLAMMATORY 
ANTI-ALLERGIC 

years. When Tyzine Nasal Spray is ad- 


ministered, it should be held only in an upright position. 


* 


Note: As with certain other widely used nasal deconges- 


tants, overdosage may cause drowsiness or deep sleep in 
DREN OF ALL AGES. Use Pediatric Nasal Drops (0.05%) for 


infants and young children: KEEP OUT OF HANDS OF CHIL- 


children under six 


Nasal Solution, 1/2-0z. dropper bottle, 0.1%. Each cc. contains 1 mg. tetrahydrozoline 


hydrochloride and 0.2 mg. prednisolone. 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc, 


Science for the world’s well-being 
Brooklyn 6, N. Y. 


Pediatric Nasal Drops, 1/2-0z. bottle, 0.05%, with calibrated dropper. Each cc. contains 0.5 mg. 


tetrahydrozoline hydrochloride and 0.2 mg. prednisolone. 


tetrahydrozoline hydrochloride — prednisolone 
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Improved diuretic-antihypertensive; 
high degree of activity, low toxicity 


Greater activity: Milligram-for-milli- 
gram, Esidrix is the most effective oral 
diuretic known. With a therapeutic efh- 
cacy comparable to parenterally admin- 
istered mercurials, Esidrix is from 10 to 
15 times more potent than chlorothiazide 
and therefore provides the same thera- 
peutic benefits with but 1/10 to 1/15 the 
dosage. Animal studies indicate that 
Fsidrix is longer acting than chlorothia- 
zide, providing a smoother response. 


Low toxicity: According to animal 
studies, Esidrix is markedly less toxic than 
chlorothiazide and is therefore an excep- 
tionally safe diuretic-antihypertensive. 


Patients unresponsive to chlorothiazide 
and mercurials in many cases respond 
readily to Esidrix. 


Use in hypertension: Esidrix may be used 
alone or in combination with other anti- 
hypertensive drugs to bring about effec- 
tive lowering of blood pressure. The drug 
potentiates the action of all other anti- 


SINGOSERP (syrosingopine CIBA) 
SERPASIL® (reserpine CIBA) 
APRESOLINE® hydrochloride (hydralazine hydrochloride CIBA) 


TM. 


(hydrochlorothiazide CIBA) 


hypertensive agents, including 
SINGOSERP, SERPASIL and APRESOLINE. 
Dosage (and side effects) of other agents 
often can be reduced when they are given 
with Esidrix. 


Less dietary salt restriction: In many 
cases, Esidrix permits some moderation 
in severe sodium restriction and there- 
fore makes meals more palatable. Side 
effects are usually not severe and most of 
them can be overcome by adjusting the 
electrolyte balance (through dietary sup- 
plements), lowering the dose or adminis- 
tering the drug after meals. 


Dosage: Esidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single dose 
may be given in the morning or tablets 
may be administered 2 or 3 times a day. 
Supplied: Tasvets, 25 mg. (pink, 
scored); bottles of 100. 
TaBLeETs, 50 mg. (yellow, 
scored); bottles of 100. 


CIBA 


SUMMIT, N.J. 
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NOW even 
cardiac patients 


may have FULL 
BENEFITS 
CORTICOSTEROID 
THERAPY 


DECADRON—the new and most potent of all corticosteroids, eliminated fluid 
retention in all but 0.3 percent of 1500 patientst, and induced beneficial diuresis 
in nearly all cases of pre-existing edema. 


Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or “‘pecul- 
iar’ side effects. Moreover, DECADRON 


has helped restore a “‘natural’’ sense of 
well-being. 
* tAnalysis of clinical reports. 


DEXAMETHASONE *DECADRON is a trademark of Merck & Co., Inc. ©1958 Merck 
treats more patients ye 
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The majority of women who become 
widowed still have many years of life 
before them. Three fourths of the white 
women at age 50 will live an additional 
20 years. The same number of years re- 
main for nine tenths of the women who 
are widowed at age 40 or earlier. Of 
the wives who are bereft of their spouse 
at age 65, half can expect to live for 15 
years and about one third for 20 years. 
Because of the improvement in longev- 
ity, women bereft of their spouses can 
expect a longer period of widowhood 
than women of corresponding ages at the 
turn of the century. For example, ac- 
cording to mortality conditions around 
1900, 92 percent of the white women at 
age 30 survived for 10 years; at present, 
about the same proportion still have 25 
years of life ahead of them. Similarly, 
in the earlier period 94 percent of the 
women at age 45 survived for 5 years; 
now that proportion survives 11 years. 
Paradoxically, while remarkable prog- 
ress has been made in reducing mortality, 
the chances that a wife will outlive her 
husband have increased, and the duration 
of widowhood has lengthened for women 
at every period of life. Widowhood very 
often brings with it many problems, 
whatever the age of the woman. Young 
widows frequently must seek gainful em- 
ployment even though they have young 
children in their care. Many of the wom- 
en who lose their husbands later in life 


still have dependent children and, in ad- 
dition, are handicapped by lack of specific 
qualifications for employment. The bene- 
fits provided by Social Security provide 
only for minimum needs. Each bread- 
winner has the opportunity to make pro- 
vision for the individual needs of his 
family through Life Insurance, invest- 
ments, and other means, 


Books received 


Books received for review during the 
period from January 5 to February 5, 
are listed below. Reviews will be pub- 
lished as space permits. 


CLINICAL OBSTETRICS AND GYNE.- 
COLOGY. Volume 1, Number 4. Symposium 
On Operative Obstetrics. Edited by J. Robert 
Willson, M.D. Symposium On Genital Can- 
cer. Edited by Daniel G. Morton, M.D. Cloth. 
Pp. 1138, with illustrations. Paul B. Hoeber 
(Medical Book Department of Harper & Broth- 
ers), 49 East 33rd Street, New York 16, 1958. 


VASCULAR SURGERY. By Geza de Ta- 
kats, M.D., M.S., F.A.C.S.; Clinical Professor 
of Surgery, University of Illinois College of 
Medicine; Attending Surgeon, Presbyterian-St. 
Luke’s Medical Center and Research and Edu- 


NEW: 


“Low Back Pain” 
by David Shuman, D.O. 


(Foreword by Galen Young, D.0., D.Sc.) 


A helpful guide in the 
handling of the low back 
case from initial visit, his- 
tory taking through exami- 
nation, diagnosis and ther- 
apy. Offers full description 
of effective procedures 
with an experienced-based 
summary of management. 


Handy-size volume—75 pp. 


8 illustrations. Price $3.50 


Send check and order to 


Dr. David Shuman 
1728 Pine St., Philadelphia 3, Pa. 


cational Hospitals, Chicago, Illinois. Cloth. 

726, with illustrations. Price $17.50. W. BR 
Saunders Company, West Washington Square. 
Philadelphia 5, 1959. : 


CLINICAL FLAME PHOTOMETRY, By 
Henry A. Teloh, M.D., Director of Labora- 
tories, Evanston Hospital Association, Evans. 
ton, Illinois; Assistant Professor of Pathology, 
Northwestern University Medical School, Chi. 
cago, Illinois. Cloth. Pp. 103, with illustra. 
tions. Price $4.50. Charles C Thomas, Pyb. 
lisher, 301-327 East Lawrence Avenue, Spring. 
field, Illinois, 1959, 


LIPIDOSES. Diseases of the Intracellular 
Lipid Metabolism. By Siegfried J. Thannhauser, 
M.D., Ph.D., Hon. M.D., Universities of Frei. 
burg, Munich, Dusseldorf, Clinical Professor 
of Medicine Emeritus, Tufts College Medical 
School, Boston; Consulting Physician, Pratt 
Diagnostic Hospital, New England Medical 
Center, Boston; Formerly Professor of Med. 
icine and Chief of University Hospital, Frei. 
burg. Ed. 3. Cloth. Pp. 600, with illustrations, 
Price $19.75. Grune and Stratton, 381 Fourth 
Avenue, New York City 16, 1958. 


NEW AND NONOFFICIAL DRUGS Con. 
taining descriptions of therapeutic, prophylactic 
and diagnostic agents evaluated by the Council 
on Drugs of the American Medical Associa- 
tion. Cloth. Pp. 687. Price $3.35. J. B. Lip. 
pincott Company. East Washington Square, 
Philadelphia 5, 1959. 


CIBA FOUNDATION SYMPOSIUM ON 
AMINO ACIDS AND PEPTIDES WITH 
ANTIMETABOLIC ACTIVITY. Editors for 
the Ciba Foundation, G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch.; and Cecilia M. 
O’Connor, B.Sc. Cloth. Pp. 286, with illustra- 


SPECIFY — SAFE 


ORIGINAL 


CHLORAL HYDRATE CAPSULE 


LYCORAL | 


PERMITS FLEXIBLE DOSAGE 
NON-ALCOHOLIC- PALATABLE 


10¢ 


NON-BARBITURATE 
HYPO-ALLERGENIC 
Fellows) Téstagar 
Pharmaceuticals since 1866 


Detroit * Dallas * Los Angeles 


¢ DAILY LOG RECORD BOOK 

APPOINTMENT BOOKS 

¢ PRINTED STATIONERY 

PATIENTS’ RECORDS 

¢ BILLING SUPPLIES 

PAYMENT RECORDS 
Accurate, clean-cut letterpress work 


on highest quality materials. Satisfac- 
tion guaranteed. 


THE COLWELL COMPANY 
265 University Ave., Champaign, IIL 
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Easy to read 
at any distance 


“Tycos WAND MODEL ANEROID 


The specially designed gage is not attached to the cuff. 
With ample tubing it permits easy reading at any distance 
—even if you are near or farsighted. This is particularly 
convenient when examining very sick patients in bed. 
Note these other important features: 

1. Inflating bulb and air release valve built right into the 
back of the gage. 

2. Balanced to fit comfortably in either hand. 

3. New feather-touch valve control. Floating stainless 
steel ball replaces former needle valve for easier 
operation. 

4. Single tube with Luer lock fitting—you can apply the 
cuff on your patient’s arm before attaching the gage. 

5. Accurate in any position—as long as pointer returns 
to zero. 

Made by skilled American instrument technicians, the 

TYCOS Hand Model Aneroid carries the famous TYCOS 

10-year triple warranty. Weighs only 18 ounces. With 

genuine leather zipper case and hook cuff, only $47.50, 
at your surgical supply dealer. Taylor Instrument Com- 
panies, Rochester, New York and Toronto, Ontario. 


Taylor lus 
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MEAN ACCURACY FIRST 


tions. Price $8.75. Little, Brown & Compan 
34 Beacon Street, Boston 6, 1958. ms 


BASIC ISSUES IN PSYCHIATRY. A ¢. 
ries of lectures delivered in the post-graduate 
medical education program of the University 
of Florida, accredited by the American Acad. 
emy of General Practice. By Paul V. Lemkay 
M.D., Professor, Public Health Administration, 
School of Hygiene and Public Health, The 
Johns Hopkins University, Baltimore, Mary. 
land. Cloth. Pp. 106. Price $3.50. Charles ¢ 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1959, 


PHYSICAL DIAGNOSIS. The History and 
Examination of the Patient. By John A. Prior, 
M.D., Professor of Medicine, Ohio State Uni. 
versity College of Medicine, Columbus, Ohio; 
and Jack S. Silberstein, M.D., Clinical Asso. 
ciate Professor of Medicine, Ohio State Uni- 
versity College of Medicine, Columbus, Ohio, 
Cloth. Pp. 388, with illustrations. Price $7.50, 
The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1959. 


PRACTICAL BLOOD GROUPING. By F. 
Stratton, M.D., D.Sc., D.P.H.; Director, Blood 
Transfusion Service, Manchester. Special Lec- 
turer in Human Serology, The Victoria Uni- 
versity of Manchester; and P. H. Renton, 
M.D., B.Sc.; Deputy Director, Blood Transfu- 
sion Service, Manchester. Cloth. Pp. 331, with 
illustrations. Price $9.00. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1958. 


PRACTICAL DERMATOLOGY. By George 
M. Lewis, M.D., F.A.C.P.; Professor of Clin- 
ical Medicine (Dermatology), Cornell Univer- 
sity Medical College; Attending Dermatologist, 
The New York Hospital. Ed. 2. Cloth. Pp. 
363, with illustrations. Price $8.00 W. B. 
Saunders Company, West Washington Square, 
Philadelphia 5, 1959. 


GYNECOLOGIC RADICGRAPHY. By 
Jean Dalsace, M.D., Chief of Sterility Service, 
Broca Hospital, University of Paris, Paris; 
and J. Garcia-Caldéron, M.D., Radiologist, Uni- 
versity of Paris School of Medicine, Paris. 
With a Chapter on Radiography of the Breast, 
by Charles M. Gros, M.D., and Robert Sigrist, 
M.D.; Foreword by I. C. Rubin, M.D.; Trans- 
lated by Hans Lehfeldt, M.D. Cloth. Pp. 188, 
with illustrations. Price $8.00. Paul B. Hoeber, 
(Medical Book Department of Harper & Broth- 
ers), 49 East 33rd Street, New York 16, 1959. 


THE ART OF LISTENING. By Dominick 
A. Barbara, M.D., F.A.P.A.; Certified Practic- 
ing Psychoanalyst Associated with the Ameri- 
can Institute for Psychoanalysis; Fellow, 
American Psychiatric Association; Member, 
Medical Board of Karen Horney Clinic; Speech 
Consultant, Long Island Consultation Center; 
President, American Psychological Speech and 
Hearing Association. Cloth. Pp. 201. Price 
$5.50. Charles C Thomas, 301-327 East Law- 
rence Avenue, Springfield, Illinois, 1958. 


OUTLINE OF FRACTURES Including 
Joint Injuries. By John Crawford Adams, 
M.D. (London), F.R.C.S. (England); Con- 
sultant Orthopaedic Surgeon, St. Mary’s Hos- 
pital, London, and St. Vincent’s Orthopaedic 
Hospital, Pinner; Assistant Editor, Journal of 
Bone and Joint Surgery. Ed. 2. Cloth. Pp. 
268, with illustrations. Price $6.50. The Wil- 
liams & Wilkins Company, Mount Royal and 
Guilford Avenues, Baltimore 2, 1958. 


THE DEMONSTRATION CLINIC For the 
Psychological Study and Treatment of Mother 
and Child in Medical Practice. By David M. 
Levy, M.D.; Clinical Professor of Psychiatry, 
Columbia University; Formerly, Member of 
the Institute for Advanced Study, Princeton, 
New Jersey; Formerly Director of Illinois In- 
stitute for Juvenile Research; Chief of Staff, 
Institute of Child Guidance, New York City; 
Faculty Member at the Psychoanalytic Clinic 
for Training and Research, Columbia Univer- 
sity; Consulting Psychiatrist, New York City 
Department of Health. Cloth. Pp. 120. Price 
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NEWER CONCEPTS IN CLINICAL 
PROCTOLOGY. By Frank D. Stanton, D.O. 
Cloth. Pp. 364, with illustrations. The Co- 
Jonial Press, Clinton, Mass., 1958. 


THE PNEUMOCONIOSIS PROBLEM with 
Emphasis on the Role of the Radiologist. By 
Eugene P. Pendergrass, M.D., Professor of 
Radiology, University of Pennsylvania School 
of Medicine, Philadelphia, Pennsylvania. Cloth. 
Pp. 146, with illustrations. Price $6.75. Charles 
€ Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1958. 


GUIDE TO OCCUPATIONAL AND OTH- 
ER VISUAL NEEDS. Volume 1. By Clark 
Holmes, Director of Surveys; and Harry Jol- 
liffe, BVS, OD; James Gregg, BS, OD, DOS; 
Ian S. Cameron, Publications Consultant; and 
Robert Blyth, Professional Photographer. Cloth. 
Pp. 482, with illustrations. Price $15.00. Oc- 
cupational Visual Needs, Inc., P.O. Box 5310, 
Metropolitan Station, Los Angeles 55, 1958. 


A COMPENDIUM OF RESEARCH AND 
THEORY ON STUTTERING. By Charles F. 
Diehl, Ph.D., Professor of Psychology; Direc- 
tor, Speech Center, University of Kentucky, 
Lexington, Kentucky. Cloth. Pp. 314. Price 
$9.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1958. 


AN INVENTORY OF SOCIAL AND ECO. 
NOMIC RESEARCH IN HEALTH. Paper. 
Pp. 492. Health Information Foundation, 420 
Lexington Avenue, New York 17, 1958. 


PSYCHOPATHIC PERSONALITIES. By 
Professor Kurt Schneider; Formerly Director, 
Psychiatric and Neurological Clinic, University 
of Heidelberg. Translated by M. W. Hamilton, 
B.A. (Lit. Hum.) Oxon; Tutor for Psychiatric 
Social Work, Department of Psychiatry, Uni- 
versity of Manchester. Cloth. Pp. 163. Price 
$3.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1958. 


CLINICAL ORTHOPAEDICS. By Anthony 
F. DePalma, Editor-in-Chief. Number Twelve. 
Cloth. Pp. 327, with illustrations. Price $7.50. 
J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1958. 


THE MANAGEMENT OF FRACTURES 
AND DISLOCATIONS: An Atlas. By An- 
thony F. De Palma M.D., Professor of Ortho- 
pedic Surgery, Jefferson Medical College. Two 
Volumes. Cloth. Pp. 960, with illustrations. 
Price $35.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1959. 


OPERATIVE SURGERY. Progress Volume 
1958. General Index. Under the General Edi- 
torship of Charles Rob, M.C., M.CHIR, F.R. 
C.S., Professor of Surgery, St. Mary’s Hospi- 
tal, London; and Rodney Smith, M.S., F-.R. 
C.S., Surgeon, St. George’s Hospital, London. 
Cloth. Pp. 176, with illustrations. Price $8.40. 
F. A. Davis Company, 1914-16 Cherry Street, 


* Philadelphia 3, 1958. 


LONG-TERM ILLNESS. Management of 
the Chronically Ill Patient. Edited by Michael 
G. Wohl, M.D., .C.P.; Former Clinical 
Professor of Medicine (Endocrinology), Phila- 
delphia General Hospital and Temple Univer- 
sity School of Medicine; Chief of Nutrition 
Clinic, Philadelphia General Hospital; Con- 
sultant Physician in Medicine, Albert Einstein 
Medical Center; Attending Physician, Home for 
the Jewish Aged. Cloth. Pp. 748, with illustra- 
tions. Price $17.00. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1959. 


FRACTURE SURGERY. A Textbook of 
Common Fractures. By Henry Milch, M.D.; 
Emeritus Attending and Consulting Orthopedic 
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FOR 
MORE 


ORAL 


CHELATED IRON 


THERAPY 


w outstandingly free from g.i. irritation # does not 
stain teeth [when given as a liquid] @ can be taken 
any time — between meals without irritation, or at 
mealtime without impaired utilization = compatible 
with ulcer medication, and does not cause added 
irritation ® safest iron to have in the home because | 
of chelate-controlled absorption and — clinically 
confirmed as an effective hematinic [Franklin et al.: JAMA 


166:1685, 1958] 
 CHELATED 
CHEL-IRON 
to give oral iron 

Brand of Iron Choline Citrate* 

Tablets — 1 tablet t.i.d. furnishes 120 mg. iron 

Pediatric Drops — 1 cc. furnishes 16 mg. iron 
also: CHEL-IRON PLUS Tablets — chelated iron plus Biz, 
folic acid, other B vitamins, and C. PAGE 681 

(Acserveg) KINNEY & COMPANY, INC, © COLUMBUS, INDIANA 


“Chelate” describes a chemical structure in which metallic 
ions are “encircled” and their physicochemical properties 
thereby altered. Chelated iron (as iron choline citrate*) is 
unusually sdluble; nonionizable; not precipitated by varia- 
tions in g.i. tract pH, protein, phosphate, or alkali; yet is 
readily available for hemopoiesis on physiologic demand. 


#u. S. PAT. 2,575,628 


Surgeon, Hospital for Joint Diseases, New 
York; and Robert Austin Milch, M.D.; As- 
sistant Resident Surgeon, Peter Bent Brigham 
Hospital, Boston; with a chapter on anesthesia 
by Herbert D. Dubovsky, M.D.; Director of 
Anesthesiology, Easton Hospital, Easton, Penn- 
sylvania. Cloth. Pp. 470, with illustrations. 
Price $17.50. Paul B. Hoeber (Medical Book 
Department of Harper & Brothers), 49 East 
33rd Street, New York 16, 1959. 


OCCUPATIONAL ALLERGY. Lectures 
Held During a Course on Occupational Allergy 
at The Hague in May, 1958; Organized by the 
Netherlands Society of Allergy in Co-operation 
with the Netherlands Institute for Preventive 
Medicine and the Netherlands Society of 
Occupational Medicine Under the Auspices 
of the European Academy of Allergy. Cloth. 
Pp. 329, with illustrations. Price $10.00. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1958. 


BONE TUMORS. By Louis Lichtenstein, 
M.D.; Chief Pathologist, General Medical and 
Surgical Hospital, Veterans Administration 
Center, Los Angeles; Fellow, New York Acad- 
emy of Medicine; Professor Extraordinario, 
National University of Mexico; Consultant in 
Bone Tumors, Tumor Tissue Registry of Cali- 
fornia Medical Association Cancer Commission; 
Consultant in Pathology, Los Angeles County 
Hospital; Consultant, City of Hope Medical 
Center. Ed. 2. Cloth. Pp. 402, with illustra- 
tions, Price $12.09. The C. V. Mosby Com- 
pany, 3207 Washington Boulevard, St. Louis 
3, 1959. 


PSYCHOTHERAPEUTIC DRUGS. By 
Ashton L. Welsh, M.S., M.D., Assistant Pro- 
fessor of Dermatology and Syphilology, Uni- 
versity of Cincinnati, College of Medicine, Cin- 
cinnati, Ohio. Cloth. Pp. 139. Price $4.75. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1958. 
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LIPPINCOTT BOOKS 
MOST IN DEMAND 
AMONG OSTEOPATHIC 
PHYSICIANS 


Ll. Alvarez 


PRACTICAL LEADS TO PUZZLING DIAGNOSES 
490 Pages NEW, 1958 $9.00 


2. Hyman 


TREATMENT IN INTERNAL MEDICINE 
609 Pages 42 Illustrations 3 Color Plates NEW, 1958 $12.50 


3. Hyman 


HANDBOOK OF DIFFERENTIAL DIAGNOSIS 
80! Pages 3200 Indexed Entries 2nd Edition, 1957 $8.00 


4. Hamm and Weinberg 


UROLOGY IN GENERAL PRACTICE 
294 Pages 259 Illustrations NEW, 1958 $6.00 


5. Bernreiter 


ELECTROCARDIOGRAPHY 
134 Pages 92 Illustrations NEW, 1958 $5.00 


6. Thorek 


ILLUSTRATED PREOPERATIVE AND POSTOPERATIVE CARE 
91 Pages 60 Illustrations NEW, 1958 $5.00 


7. Bacon 


ULCERATIVE COLITIS 
395 Pages 184 Illustrations NEW, 1958 $15.00 


8. Statland 


FLUID AND ELECTROLYTES IN PRACTICE 
229 Pages 31 Illustrations 2nd Edition, 1957 $6.00 


9. MacBryde 


SIGNS AND SYMPTOMS 
973 Pages 191 Figures 3rd Edition, 1957 $12.00 


10. Ferguson 


SURGERY OF THE AMBULATORY PATIENT 
866 Pages 664 lilustrations 3rd Edition, 1955 $12.00 


ll. Bird 
3 TALKING WITH PATIENTS 


154 Pages 1955 $3.00 


12. 


Oliven 


SEXUAL HYGIENE AND PATHOLOGY 
481 Pages 1955 $10.00 


13. Natof and Sadove 


CARDIOVASCULAR COLLAPSE IN THE OPERATING ROOM 
197 Pages 15 Illustrations, 13 with Color NEW, 1958 $6.00 


LIPPINCOTT COMPANY, 


| Philadelphia 5, Pa 
lestern Avenue, Montreal 6, P. 9. 
| Please send me the books the numbers of which are cir- 
cled below: 
Convenient Monthly 
JAOA—3-59 Payments 
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Changes of address and 


new locations 


Adams, Harold C., from 740 Main St., 
Grand Junction, Colo. 

Alexander, Charles B., from 2810 Luell St., 
Houston 22, Texas 

Barker, Michael A., from Garden City, Mich., to Ridgewood 
Osteopathic Hospital, 10000 Geddes Road, Ypsilanti, Mich. 

Barnett, W. Edward, from Saginaw, Mich., to 95 Coulter 
Court, Route 3, Lapeer, Mich. (Change name from Ed- 
ward Barnett) 

Belf, Robert C., from Highland Park, Mich., 
field Ave., Detroit 1, Mich. 

Beisito, Joseph E., from 2722 Richards Drive, to 1168 Nixon 
Ave., N. W., Grand Rapids 4, Mich. 

Bershas, Marvin, from 25760 Grand River Ave., 
Osteopathic Hospital, 4244 Livernois Ave., 
Mich. 

Blackwell, Ralph C., from Bay Village, Ohio, 
County Memorial Hospital, Troy, Mo. 
Broskey, Richard D., from Norristown, Pa., to 2603 W. Som- 
erset St., Philadelphia 32, Pa. 
Callton, Samuel, from Detroit, Mich., 

Oak Park 37, Mich. 

Carlson, Ernest J., from Denver, Colo., to De Beque, Colo, 

Carr, William H., from 405-06 Coal & Coke Bldg., to 400 
North St., Bluefield, W. Va. 

Cerra, Francis A., from Miami, Fla., to 410 School St., 
Wales, Pa. 

Chambers, Richard K., Jr., 
St., Strasburg, Pa. 
Dalby, George N., from Houghton Lake, Mich., 

Mich. 

Dodds, Rex, from 7116 Melrose Ave., to 407 N. Citrus Ave., 
Los Angeles 36, Calif. 

Fahey, John F., from Hollywood, Calif., 
Ave., Glendale 5, Calif. 

Felmar, Eugene A., from North Hollywood, Calif., 
Chatsworth St., Granada Hills, Calif. 

Fuher, Joseph B., CCO ’57; 123 E. 103rd St., Chicago 28, III. 

Gluckson, Leonard D., from 639 S. Wilton Place, to 1920 S. 
La Cienega Blvd., Los Angeles 34, Calif. 

Goncharoff, Bernard, from 330 Times Square, to 258 Edgar 
St., Seattle 2, Wash. 

Graves, Kenneth L., from 1200 N. 
Ave., Grand Junction, Colo. 
Harenberg, Henry W., from Lamesa, Texas, to 722 N. Mar- 

salis Ave., Dallas 3, Texas 

Hartz, G. Richard, from Philadelphia, Pa., to 55 Nyack Ave. 
Lansdowne, Pa. - 

Hill, James R., from Stewartstown, Pa., 
Court, York, Pa. 

Holtzman, Gertrude C., from East Detroit, Mich., 
Park Ave., Detroit 1, Mich. 

Hughes, William S., from Rockport, Texas, to 537 S. Com- 
mercial St., Aransas Pass, Texas 

Johns, C. Basil, from Neosho, Mo., 
Texas 

Johnson, William M., from St. Louis, Mo., to 5511 Austin St., 
Houston 4, Texas 

Kaupke, John M., from 724 S. Painter Ave., to 1610 E. Whit- 
tier Blvd., Whittier, Calif. 

Koogler, Paul R., from 70 S. 20th St., to 73 S. 20th St., Battle 
Creek, Mich. 

Landberg, George E., from Grand Rapids, Mich., to Clare 
General Hospital, Clare, Mich. (Add Initial E. to name) 

Landis, M. B., from 4773 N. 124th St., to 12714 W. Hampton 
Ave., Butler, Wis. 

Larrinaga, Leo, from Hawthorne, Calif., to 1126 W. Redondo 
Beach Blvd., Gardena, Calif. 

Lee, Frank York, from 817 S. Vermont Ave., to 4282 Wilshire 
Blvd., Los Angeles 5, Calif. 


to 1060 Orchard 


to 4936 Fulton, 


to 674 E. Can- 


to Zieger 
Detroit 10, 


to Lincoln 


to 14010 Ludlow Ave., 


North 


from Denver, Pa., to 323 Miller 


to Mecosta, 


to 1129 E. Acacia 
to 17805 


12th St., to 1060 Orchard 


to 1206 Hillside 
to 2643 


to 602 Main St., Olton, . 


Journav A.O.A. 


| 
| 

| 
| 
| 

| | 
| 
| 

| 
| 
4 
; 

| 
; 


Lezinski, John L., from Miami, Fla., to 1227 Lincoln St., 
Hollywood, Fla. 

Lindsay, Albert L., from 1200 N. 12th St., to 1060 Orchard 
Ave., Grand Junction, Colo. 

Lukens, Coralie Dene, from 390 Jennings Ave., to 354 Morri- 
son Ave., Cuyahoga Falls, Ohio 

Manley, Louis J., from Detroit, Mich., to 27243 Southfield 
Road, Lathrup Village, Mich. 

Maynard, Addie R., from 1200 N. 12th St., to 1060 Orchard 
Ave., Grand Junction, Colo. 

McDonald, Chester B., Jr., from 18900 Schoolcraft Ave., to 
23901 Schoolcraft Ave., Detroit 23, Mich. 

Messenger, David L., from 12504 W. Washington Blvd., to 
2411 N. Broadway, Los Angeles 31, Calif. 

Messina, Joel M., from Detroit, Mich., to 24329 Patricia, War- 
ren, Mich. 

Miller, Jack M., from 17026 Fort Road, to 17032 Fort Road, 
Wyandotte, Mich. 

Montgomery, Harold L., from Saginaw, Mich., to 10812 S. 
Broadway, Los Angeles 61, Calif. 

Mulford, William B., from Osceola, Ind., to 1375 S. LaFayette 
St., Florissant, Mo. 

Myers, C. Arthur, from 1326 Tenth St. to 5710 Cordelia, 
Corpus Christi, Texas 

Parker, Robert W., from Denver, Colo., to 7135 N. Federal 
Blvd., Westminster, Colo. 

Patriquin, David A., from Portland, Maine, to Kezar Falls, 
Maine 

Patterson, Glenn A., from 4125 S. Peoria Ave., to 6620 E. 
King St., Tulsa 15, Okla. 

Patterson, Russell J., from Kezar Falls, Maine, to Box 173, 
Old Orchard Beach, Maine 

Pearson, Robert William, froma Philadelphia, Pa., to 119 N. 
Centre St., Merchantville 8, N. J. 

Perrin, Leo L., from 15388 Livernois Ave., to 20101 Green- 
field Ave., Detroit 35, Mich. 

Pomeroy, Ira L., Jr., from St. Jo, Texas, to 701 S. Campbell 
St., El Paso, Texas 

Pryor, Robert A., from 118 Riverview Drive, to 3000 River- 
view Drive, Kalamazoo, Mich. 

Radnothy, Louis J., from Garden City, Mich., to 34981 Ann 
Arbor Trail, Livonia, Mich. 

Rooney, Raymond F., from Olmsted Falls, Ohio, to Grand 
Rapids Osteopathic Hospital, 1919 Boston St, S. E., 
Grand Rapids 6, Mich. 

Sanders, Herbert L., from 1200 N. 12th St., to 1060 Orchard 
Ave., Grand Junction, Colo. 

Savage, Woodrow W., from Clayton, Okla., to Latimer Clinic, 
Wilburton, Okla. 

Sayre, Fred W., from Southern Michigan Bldg., to 200 E. 
Chicago St., Coldwater, Mich. 

Schwaiger, Ernest P., from De Kalb, Texas, to 2012-15 Esper- 
son Bldg., Houston 2, Texas 

Seastrand, Carl E., from 816 Equitable Bldg., to 2300 York 
St., Des Moines 16, Iowa 

Sedar, Robert S., from Denver, Colo., to 1060 Orchard Ave., 
Grand Junction, Colo. 

Siefkes, Paul D., from Port Arthur, Texas, to 4100 Main 
Ave., Groves, Texas 

Spagnuolo, Louis J., from 9158 Asbury Park, to 18509 Albany 
Ave., Detroit 41, Mich. 

Springer, Robert E., from Stanton, Texas, to Las Palmas 
Shopping City, 147 Neisner Plaza, San Antonio 7, Texas 

Stein, Harris J., from 1620 E. 103rd St., to 10323 Compton 
Ave., Los Angeles 2, Calif. 

Stiggers, Harry Lee, from Bay Village, Ohio, to 3800 Long- 
wood Drive, Cleveland 24, Ohio (Change Middle Initial L. 
to Lee) 

Strickland, Robert S., from Flowery Branch, Ga., to Box 
267, Mableton, Ga. 

Swengel, Flora Y., from Mattoon, IIl., to 320 W. Main St., 
Decatur, III. 

Thurston, Dale W., from 15219B Sunset Blvd., to 881 Via de 
la Paz, Pacific Palisades, Calif. 

Valuck, Richard Paul, from Muskegon, Mich., to Laughlin 
Hospital & Clinic, 711-15 W. Jefferson St., Kirksville, Mo. 

Van Degrift, P. D., from Corona Del Mar, Calif., to 1608 N. 
Vermont Ave., Los Angeles 27, Calif. 
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OF ALL AGEs. Use Pediatric Nasal 


%) for children under six years. When Tyzine Nasal Spray 


Note: As with certain other widely used nasal decongestants, overdos- 
age may cause drowsiness or deep sleep in infants and young children: 


KEEP OUT OF HANDS OF CHILDREN 
is administered, it should be held only in an upright position, 


Drops (0.05 


tes for hours 


® 
“tne SUPERIOR NASAL DECONGESTANT 


, Division, Chas, Pfizer & Co., Inc, 


= 
= = 
= 
% 
= @ 
5 82 
3e 


Nasal Solution, 1-0z. dropper bottle and pint bottle, 0.1%. Nasal Spray, 15 cc., in plastic bottle, 0.1%. 
Pediatric Nasal Drops, 1/2-o0z. bottle, 0.05%, with calibrated dropper. 


Nasal patency 
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THE FINE NEW 
ELECTROCARDIOGRAPH 


¥ 


CAMBRIOGE 


cribe® 


THE JERSATILE ELECTROCAROIOGRAPH 


The “Versa-Scribe” is a completely new in- 
strument offering features of convenience, 
superior performance and versatility not now 
available in any other portable direct-writing 
Electrocardiograph. 


Use of the most modern electronic tech- 
niques, including transistors and printed cir- 
cuits, combined with the craftsmanship of 
skilled instrument makers of long experience, 
has not only made possible a superior per- 
forming electrocardiograph, but one posses- 
sing fine appearance, small size (5%4”x10%%” 
x17”), and low weight—20 pounds. 


Send for literature or a demonstration, Doc- 
tor. The “Versa-Scribe” will be your 
“electrocardiograph of choice.” It 
does more—better! 


CAMBRIDGE ALSO MAKES 

the “Simpli-Secribe’ Direct Writing Electrocar- 
diograph shown, the “‘Simpli-Trol’ Portable 
Model, Multi-Channel Recorders, Pulmonary 
Function Tester, Operating Room Cardioscopes, 
Educational Cardioscopes, Electrokymographs, 
Plethysmographs, Amplifying Stethoscopes, Re- 
search pH Meters and Instruments for Measur- 
ing Radio-activity. 


CAMBRIDGE INSTRUMENT CO.., Inc. 
3732 Grand Central Terminal, New York 17, N. Y. 


Oak Park, Ill., 6605 West North Avenue 
Cleveland !!, 13000 Triskett Road 
Detroit 2, 7410 Woodward Avenue 

Jenkintown, Pa., 479 Old York Road 
Silver Spring, Md., 933 Gist Avenue 


CAMBRIDGE 
ELECTROCARDIOGRAPHS 


Pioneer Manufacturers of the Electrocardiograph 
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Weitemier, Stanley A., from Box A, to Box 108, Orangevale, 
Calif. 

Westwood, A. H., from 1516 E. Las Olas Blvd., to 12 N. E 
12th Ave., Fort Lauderdale, Fla. 

Wohlschlaeger, George D., from Jennings, Mo., to 1650 Horse- 
shoe Drive, Florissant, Mo. 

Zimmerman, Jack R., from 740 Main St., to 1060 Orchard 
Ave., Grand Junction, Colo. 


Applications 
for membership 


CALIFORNIA 
Arthur, Thelma Ellis, (Renewal) 211 W. Colorado Blvd., Mon- 
rovia 
Price, G. R., 247 E. Foothill Blvd., Monrovia 
Richards, Llewellyn, (Renewal) 146 E. Fourth St., Perris 


Purviance, J. Richard, (Renewal) 2591 Carlsbad Ave., Sacra- 
mento 21 


Blaylock, Kenneth W., (Renewal) 738 California St., Salinas 


COLORADO 
Butterfield, Duane E., 3735 S. Broadway, Englewood 


FLORIDA 


Sands, George L., Jr., (Renewal) 1101 W. Broward Blvd., Fort 
Lauderdale 


Simpson, John H., (Renewal) Doctors’ Hospital, 2821 Riverside 
Ave., Jacksonville 5 

Gettins, Garnett L., (Renewal) 2517B E. Colonial Drive, Or- 
lando 


ILLINOIS 
Larson, Kenneth A., (Renewal) 708 Church St., Evanston 


IOWA 
Dresser, Harold E., (Renewal) Still Osteopathic Hospital, 725 
Sixth Ave., Des Moines 9 
Griffin, Stanley, (Renewal) 828 E. Grand Ave., Des Moines 16 


KANSAS 
Boling, Fredrick W., (Renewal) 820 State St., Larned 


MAINE 
Randolph, Franklin, (Renewal) Jefferson St., Waldoboro 


MICHIGAN 
Talmadge, Henry E., (Renewal) 98 Division St., Sparta 


MISSOURI 
Fiedler, William A., (Renewal) Bland 
Jemison, H. Gordon, (Renewal) 5400 Independence Ave., Kan- 
sas City 25 
Partin, Lyle P., (Renewal) 10534 W. Washington St., Box 
126, Kirksville 
NEW JERSEY 
Fischer, Frederick W., (Renewal) 85 W. Main St., Bergenfield 
Wylie, J. Robert, (Renewal) 15 Park Ave., Westwood 


NEW YORK 
Costabile, Michael A., (Renewal) 678 E. 232nd St., Bronx 66 
Kamen, Robert E., (Renewal) 1711 Newkirk Ave., Brooklyn 26 
Zea, Paul H., Jr., (Renewal) 200 Central Park, S., New York 19 


OHIO 
Kiester, Winfield Scott, Doctors Hospital, 1087 Dennison Ave., 
Columbus 1 
PENNSYLVANIA 


Goodman, Donald A., (Renewal) 107 S. 58th St., Philadel- 
phia 39 
Noeling, George D., Jr., (Renewal) 5 N. Main St., Yardley 


TEXAS 
Bowden, W. K., (Renewal) Box 778, Big Sandy 


Journac A.O.A. 
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Abbott Laboratories, A-105, 106 

Air Mass, Inc., A-135 

American Optical Co., A-169 

American Osteopathic Assn., A-16, 171, 
185, 197 

Ames Co., Inc., A-24 

Armour Pharmaceutical Co., A-82, 98 

Arnar-Stone Laboratories, Inc., A-146 

Ayerst Laboratories, A-90, 91, 180, 181 


Baker Laboratories, Inc., A-110-111 
Baum, W. A., Co., Inc., A-159 

Baxter, Don, Inc., A-133, 134 

Becton, Dickinson & Co., A-121 

Birtcher Corporation, A-137 

Borcherdt Co., A-183 

Borden Co., A-150 

Bristol Laboratories, Inc., A-17, 18, 68, 69 
Bristol-Myers Co., Cover II 

Wellcome & Co., Inc., A-66, 


Burton, Parsons & Co., A-126 


Cambridge Instrument Co., Inc., A-196 

Camp, S. H., & Co., A-127 

Carnation Co., A-60 

Central Soya Co., Inc., A-130 

Chicago Pharmacal Co., A-172 

Chicopee Mills, Inc., A-40 

Ciba Pharmaceuticals, Inc., Cover IV, 
A-48, 49, 50, 51, 123, 151, 162, 163, 
186, 187 

Cole Chemical Co., A-97 

Colwell Co., A-190 

Cutter Laboratories, A-74 


Davol Rubber Co., A-75 
Desitin Chemical Co., A-170 
Dome Chemicals Inc., A-156 


Eaton Laboratories, A-113, 142, 178, 179 
Endo Laboratories, A-122 


Fellows Medical Mfg. Co., Inc., A-190 
Fleet, C. B., Co., Inc., A-7 


Geigy Pharmaceuticals, A-10, 32 
General Electric Co., X-Ray» Dept., A-53 
Grant, R. D., Co., A-135 


Holland-Rantos Co., Inc., A-118 
Irwin, Neisler & Co., A-4, 59, 117 


Kinney & Co., Inc., A-193 
Kremers-Urban Co., A-132 


Lea & Febiger, A-167 

Lederle Laboratories, A-44, 45, 46, 47, 87 
Leeming, Thos. & Co., Inc., A-73 

Lilly, Eli & Co., A-120 

Lippincott, J. B., Co., A-194 

Lloyd Brothers, Inc., A-76 
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Maltbie Lab. Div., (Wallace & Tiernan, 
Inc.), A-26 

Massengill, S. E., Co., A-95, 96, 115, 116 

McNeil Laboratories, Inc., A-54, 104, 109 

Mead Johnson & Co., A-102, 103, 128, 129 

Merck Sharp & Dohme, A-35, 36, 37, 38, 
124, 125, 188 

Colloid .Laboratories, A-21, 22, 


Organon Inc., A-168 
Ortho Pharmaceutical Corp., A-140 
Osteopathic Foundation, A-52 


Parke, Davis & Co., A-11, 184 

Pet Milk Co., A-198 

Pfizer, Chas., & Co., Inc., A-14, 42, 43, 
152, 185, 191, 195 

Picker X-Ray Corp., A-1 

Pitman-Moore Co., A-6 


Quaker Oats Co., A-72 


Reed & Carnrick, A-39, 153 

Riker Laboratories, Inc., Cover III, 
A-20, 182 

Robins, A. H., Co., Inc., A-65, 100, 101 

Roche Laboratories, A-30, 31, 148, 149, 
160, 161 

Roerig, J. B., & Co., A-70, 78, 79, 131 

Rorer, William H., Inc., A-174 

Roussel Corp., A-80, 81 


Sandoz Pharmaceuticals, A-155 

Saunders, W. B., Co., Cover I 

Pharmaceuticals, Inc., A-33, 

Schering Corp., A-3, 62, 63 

Schmid, Julius, Inc., A-28, 29, 41 

Searle, G. D., & Co., A-77 

Sherman Laboratories, A-144 

Shield Laboratories, A-154 

Shuman, David, D.O., A-190 

Smith-Dorsey, A-176, 177 

Smith Kline & French Labs., A-92, 93, 
136, 141, 143, 145, 164, 165 

Squibb, E. R., & Sons, A-15, 25, 71, 88, 
89, 112, 114, 138, 139, 189 


Taylor Instrument Companies, A-192 
Truform Anatomical Supports, A-108 


Upjohn Co., A-61, 94 


Wallace Laboratories, A-175 

Wampole Laboratories, A-64 

Warner Chilcott, A-5, 67, 119 
Warren-Teed Products Co., A-19 
Welch Allyn, Inc., A-157 

Wheat Flour Institute, A-99 

—— Laboratories, Inc., A-12, 13, 158, 


Winthrop Laboratories, A-34, 55, 56, 57, 
58, 191 


Wyeth hghgruieries, A-8, 9, 27, 83, 84, 


Order pamphlets, films, and osteo- 
pathic materials as described in 
your 1958 Catalog and Price List. 
American Osteopathic Association 
212 East Ohio Street, Chicago 11, Ill. 


Ideal Folding Table 


For Home and Office 


Height 2714” Length 69” 
Weight 32 lbs. Width 22” 


Price $42.50 


(Paratex and felt) 2” Paratex padding 


$12.50 additional 


American Osteopathic Assn. 
212 E. Ohio St., Chicago 1, Illinois 
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FLEXIBILITY 


in the formula base has obvious advan- 
tages to the physician, who must decide 
what each infant needs, and when changes 
are indicated. An evaporated milk formula 
is a prescription formula, permitting the 


PLUS: 


PET MILK COMPANY, ST. LOUIS 1, MISSOURI es ee 
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physician to adjust 


... the type and amount of carbohydrate 


... the degree of dilution to required 


strength 


Evaporated milk is the formula base 
proved successful by clinical experience 


... for 50 million babies. 


Higher protein level recommended 
when cow’s milk is fed to babies 


Added vitamin D in required amounts 


Maximum nourishment—minimum cost 
to parents 


JournaL A.O.A. 
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*‘Deaner’ must not be confused with tran- 
quilizing or sedative drugs which may 
aggravate depression. On the contrary, 
“‘Deaner’ is often used to counteract drug- 
induced depression. 

‘Deaner’ is valuable as an emotional 
normalizer in many situations other than 
depression, such as behavior problems 
with agitation. Nor should ‘Deaner’ be 
considered an ordinary stimulant. Its 
gentle action differs from that of other 
stimulants in that it leads to increased 
useful energy and alertness without the 
undesirable side effects of the ampheta- 
mine-like drugs. 


Literature and bibliography available upon request. 


Deaner a totally new molecule, offers a new 
type of alleviation in depression, fatigue states 
and many other emotional disturbances. 
Its physiologic effectiveness as a safe central 
nervous system stimulant is attributed to its 
activity as a probable precursor to acetyl- 
choline. 


Deaner leads to better ability to concentrate, 
increased daytime energy, sounder sleep 
(with less sleep needed), and a more affable 
mood. 


Deaneracts gently, gradually, and its effects 
are prolonged... without causing hyperirrita- 
bility...without loss of appetite...without 
elevating blood pressure or heart rate... 
without sudden letdown on discontinuance. 


Deaner is valuable in the treatment of chil- 
dren, especially those whose performance is 
impaired by behavior problems, whose 
attention span is too short, and who are 
emotionally unstable, unpredictable, and 
unadaptable. 

Dosage:Initially, 1 tablet (25 mg.) in the morning. 
Maintenance dose, 1 to 3 tablets; for children, 
\% to 3 tablets. Three to four weeks of therapy 
may be required for maximum benefit. 
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